_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 187 0146 
101f CERTIFICATE OF DEATH Reg. Dist. No. 


1 bait saalht : 9 eer meee (Where deceased lived. If institution: Residence before admission) 
o. a. 
Carroll MARYLAND Mde b. COUNTY Carroll 


b. aun ex TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
‘ond give neores! town) 


Rural Westminster 15Years Rural Westminster 


d. NAME OF HOSPITAL (If not in hospital, give street oddress} d. STREET ADDRESS . 1S RESIDENCE 
OR INSTITUTION “ad , GNA FARM? 


ves (] No [} 
3. NAME OF i idl i 
NAME OF First Middle Day Year 


(ype orein) Bernice Re Babel Be 19 56 


5. SEX 6. COLOR OR RACE | 7. MARRIED [[] NEVER MARRIED [_] | 8. DATE OF BIRTH 9% Pc IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Ace Uteay PRN 8 
Female White \woowsm norco |Sept 13,1873 6307. [| | 


10a, pale OCCUPATION (Give kind ot i ta 10b. KIND OF BUSINESS OR INDUSTRY} 11. ReTRDEE {State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Be et 
RGdsSWLTS Housewife Maryland USA 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


George Yingling Benuer Yingling 


i 
fe eA ie sai ERERIN U.S. csi roneesr 16. SOCIAL SECURITY NO. }17. INFORMANT Address 
Ao LE oaey None Austin Babel enaeee Md. 


18. CAUSE OF DEATH [Enter anly one couse per line for (0). (b). and ©.) \ ® me « [INTERVAL BETWEEN 


onl 


oa 
{ ae 


Ww 


im by the funeral director, 
Pages | of 2 shauld be filed with 


Media Befaxecuted within , ofter death: Page 4 


SJONSEr eed D DEATH 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (d G) (LV UA ATU BIA TIMN aL 4 
DUE TO 
Conditions, if ony, which rs 


gove rise to immediote 
cause (0), stoting the under. ( CUETO 


lying couse lost. © 
Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)|19. WAS AUTOPSY 


ves ([] NO 
200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
‘OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 1 20F. (City oF town) {County) {Stote) 
Hove a. hn. While Not while faclory, street, office bidg., er 
Pm. 19 lat work (J of work [J 


21. I certij of . attended the a rom. f. 12 -__} oh =, 12 oe itd p.that | last saw the deceased 


alive o ght thot death occurred-erbs f-M, from the causes and an the date stated abave. 
coon ms ’ DORESS (Street, city or town, stote) / 0" SIGNED 

seu OO NON ALY Ad, ca g 19, 

| focacwaes > Ig NEO se. WS. 


ees a 
eee 
1220. BURIAL, CREMATION, | 22 ou a Zip Ds DATE THERE for ran NAME OF CEMETERY ‘OR CRE! CREMATORY Tid. LOCATION (City. town, or county) (State) Ny 
ist” | Oct,22,1956 Frederick Md 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2a. REC'D BY REGISTRAR | 24b REGISTRAR’S SIGNATURE, 


George A. Nusbaum, Reisterstown,Md. vate 10-20 - SE[~ 2 AEEVIS a 


PEO 
e 


Then please remove carban pa} 


to burial, cremation, or remaval, and in ony event within 72 haurs after death. 
MEDICAL CERTIFICATION, 


detached for use as the burial-transit permit. 


4 


iL DIRECTOR: After this certificate has been signed by the attending physician and cam, 
ul 


tained by the hospital or attending physician. 


joge 3 shot 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


ad 


10147, 


one Me b Reg. Dist. No. 
sg a 5 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceored lived. If indituton: Residence before edmission) 
GY 2 B 0. b, COUNTY 
i = 
* 58 n Carroll Count ee Maryland 
£ Be Yb. CiT¥ OR TOWN (if outside corporote 1 ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
S s 2 AE 4 RURAL and give nearest town) - ; 
2 32 Sykesville 6 m, 3d Ba more City ie. 
2 @’ — d, NAME OF HOSPITAL {If not in hospital, give street address) d. STREET ADDRESS @. 15 RESIDENCE 
i 
8 oe - OR INSTITUTION ON A FARM? 
5 s_Ave Ba more ves (]_NO fd 
2 55 3. NAME OF Fint Middle lat 4. DATE Month Doy Year 
= B- DECEASED OF 
a 23 / (Type or print) Char as ernay BOWEN DEATH 0 obe 19 6 
-_ \ 5. SEX 6. COLOR OR RACE |7. maRnieD [] NEVER MARRIED fz] | 8. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR]IF UNDER 24 HRS, 
= lost birthdey) [Months] Days | Hours] Min. 
s 5 4 W wiboweD [] Divorced () g 83 yrs. 
2 ae YOa, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 a§ during most of working life, even if retired) 
B pes / Maryland USA. 
g 85 V4, MOTHER'S MAIDEN NAME 
© 583 
3 ge unknown 
a8 17, INFORMANT ‘Address 
ov 
ae a) prinefield Hospite ecords 
ce 18. CAUSE OF DEATH [Enter anly one cause per line for (0), (b). ond (c}-] INTERVAL BETWEEN 
ay PART I. DEATH W, ey: 
ee IMMEDIATE CAUSE fo noma with Metastases months 
es / ¢ DUE To 
22 Conditions, if any, which e 
E gove cise to immediote 
Sc ca¥se (a), stoting the under- ( OVE TO 


lying couse fost. te 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]1 eros 
Dementia praecox, hebephrenic type ves fg NOC] 


20a, ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part It of item 16.) 
OR CONTRIBUTING OD) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20. (City or town) (County) (Stote) 
Hour 9, m. While Not while factory, street, office bidg., etc.) | 
p.m, 19 fot work [1] ot work [J H 


21. | certify that | attended the deceased from.__JUly 1, ____, 19.50, to. Octoher 2,, 19.58.that | fast saw the deceased 


4 


MEDICAL CERTIFICATION 
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RECTOR: After this certificate has been signed by the attending physician and campl 


ATTENDING PHYSICIAN: The law requires that the death ce: 
d by the haspital ar attending physician. 


alive on___October a, ; 1956, and that death occurred at.722.5__PM, from the causes and on the date stated above. 
. oe : nah ADDRESS (Street, city or town, stote) DATE SIGNED 
CTUAL i 
& Ls / | [sienaton MD. .-------Springfield State Hospitel 10/3/56. 
va 
z ad mie Nintitves) Walther H. Sonnenfeldt, M.D, | Sykesville, Maryland. 
B38 a . ? URIAL, CREMATION, | 22b. DATE THEREOF | 22c_ NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City,Aowg, or county) (State) 
vars : EMOVAL (Specifyy” C SE } i asc Wh 
o & Fa tL PA nn ed od (A? fH £7% Z 
es ee s (RECO aE ecrTE AR Ly 
Vs A15 (4) 4 oc iv ‘ . 
15M 9/55 LA 


dl 


he funeral director, 
Id be filed with 


‘ 


lafilted in 
jes 1 on 


hyithin 72 haurs ofter death. 


that the death certificate be executed within 24 hours ofter decth. Page 4 
Then please remave carbon paperst 


ECTOR: After this certificate hos been signed by the attending physician and compl 
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TO HOSPITAL OR ATTENDING PHYSICIAN 


VS ai 3) 
15M 9. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10 1 
CERTIFICATE OF DEATH 48 TE 


Reg. Dist. No. 


1. PLACE OF DEATH 2. usual RESIDENCE (Where deceared lived. If institution: Residence before admission) 
0. COUNTY. b. COUNTY 
b. CITY OR =I UF rs carporote flimils, write | ¢. ¢. CITY OR RoWn (IF outside corporote limits, write RURAL ond give nearest town} 
RURAL and give nearest town) 5,4 
estminster } : Baltimore 25, c YO er 
d. NAME OF HOSPITAL (If not in. neeee give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
l On 2rre 19 Seward Ave ves [] NO[}- 
3. NAME GF First Middt lost 4, DATE Mont ¥ 
DECEASED a _ 7 ee font oy ‘ear 
(Type ar print) Robert ie ooke DEATH Octot 23, 19 35 
5. SEX 6. COLOR OR RACE | 7. MARRIED ["] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGI (In psa If UNDER 1 YEAR] 1F UNDER 24 . 
lost alihoy| Months 
Wa. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar re cauntry) 12. CITIZEN OF WHAT COUNTRY? 
during mast af warking life, even if retired) 
Custedisan § fe} Cle sa ltir ac jt Dee, Se 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
1 a# 
x Fags 


1S. WAS DECEASED EVER IN U, S. ARMED FORCES? |16, SOCIAL SECURITY NO. }17. INFORMANT Address 
Tes, no, 0¢ unkrowe) INF yes, give wor or dates of service) 
ae P| i + + 1 : 
2 c= ie AY ak re ] rmineter 


INTERVAL BETWEEN 
ONSET AND DEATH 


PART 1. DEATH WAS CAUSED By: 
IMMEDIATE CAUSE (0! 


/ ; DUE TO 
ns, if any, which w 
ett (0, stating thw under: DUETO | 
lying cause lost. {ed 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (a) ] 19. ba od ar 
pe yes [[] NO 


20a. ACCIDENT WAS_UNDERLYING [] 20b, DESCRIBE HOW INJURY OCCURRED. ——— nature of injury in Port | ar Part I! of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF a Month, Yoor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {State} 
Hour a. ——— le, ea bot <hile factory, street, of dg. aly i age 
p.m. lot we ot is eet a 


21. | certify that 1 — the bee fram., ae _- WAC, are a LEED 19 _£that | last saw the deceased 
alive an___/ Sf ©._..., and tat death accurred at 4 FM. trom the causes and an the date stated above. 


GY "bi, . Appt (Streely city or tawn, Fic ee We 
ACTUAL yy OY Vy lade 
SIGNA’ ff AKL lh Vy Me 7 MO. JES L277 9 WS. es eee L, (€= 
PHYSICiAl 4 ' ‘ 
| fargo? 3. Allen Moultor 148 WF . Mei no-Stisn! 

[220. BURIAL CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, tawn, or county) (State) 

REMOVAL (Speci | X 

aaa ly Cross Cemeters Anne amnjel o ua 
‘ADDRESS 240. VE. REGISTRAR] 24b, REGISTRAR'S SIGNATURE 

] al OAT bo, 190 b /, Li 


MEDICAL CERTIFICATION, 


omi 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10149 
10164 CERTIFICATE OF DEATH a eS 4 


sé 
3 = 1. WiACE arena Fe USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
°. 0.8 
£3 Carroll manrtaso Maryland > CONT 
3 8 b. CITY OR TOWN (If outside corporote limits, write] ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
& ‘4 RURAL ond ar nearest town), B 
la / Rural-Sykesville Bince 12-31-5. jaltimore 4a) 
d. NAME OF HOSPITAL {If not in hospitol, give street oddress) d. STREET ADDRESS: B2r c a « Ye. tS RESIDENCE 
=i OR INSTITUTION A ON A FARM? 
% Springfield State Hospital ashington Str ves] No} 
ce S 3. NAME & First Middle lost 4. Date Month Doy Yeor 
Set ieserenah Richard Dankert DEATH 10 13 1956 
 ) 5. SEX 6. COLOR OR cg oh married C] NEVER MARRIED [of | 8. DATE OF BIRTH 9%. AGE (In yeors [FUNDER 1 YEAR|IF UNDER 24 HRS. 
FA irthdoy) [Months] Doys Min. 
wioowen ff —oivorceo OQ) | Zahe91 yes. 
We. Pea OCCUPATION (Give kind of work os 0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
during mest of working life, even if retired 
mechan ermern SA naturalized 


rs_ofter death. 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Dankert Caroline Rubowski 
ai WAS. mee pale? 3 U.S. stelle gees 16. SOCIAL SECURITY NO. 117, INFORMANT Address 
Pas is Sageeerer ante storie 
ankn A7PO1-1716 | Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] 


nn OTUs eGR, Billsteral, Bronchopneumonia 


DUE TO 


Lae} 


INTERVAL BETWEEN 


ways? DEATH 


Then pleose remove corbon popers. 


Conditions, if any, which 0) 
gove rise to immediote 
couse (0), stoting the under { OUE TO 


lying couse lost. {c) 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART. Ifo) }19.. won a 
Psychotic depressive reaction;Pericardial adhesions yest] No [] 


200. ACCIDENT ey eee = Ou ‘20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Part Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEAT! 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INIURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INIURY [Home, farm, 1 20F. (City or town) (County) {Stote) 
Hour a. n. While Not Ailes foctory, street, office bldg. etc.) | 
p.m. jot work [[} ot work H 


21. | certify that | attended the deceased of <a 19 al, to_LO=13— , 19.28 that | lost saw the deceased 
alive on__1O= .M, from the causes and on the date stated above. 


ral ADDRESS (Street, city or town, stote} DATE SIGNED 
oh pee ae Sn wo, Springfield State Hospital 10-14-56 


|, cremation, ar removol, and in any event within Ke 
MEDICAL CERTIFICATION 


d far use as the burial-tronsit permit. 


CTOR: After this certificote has been signed by the attending physicion and complet 


by the haspital or attending physician. 


a 


R ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hours ofter death: Page 4 


a5 

Ooo 
zz? S45 PHYSICIAN'S 
< ogee NAME (Type) “Gmund lusthaus Hpiep 
ee 720. BURIAL, ee ‘2b. DATE THEREOF Wc. NAME OF CEMETERY OR CREMATORY 7d. pit none ty, town, " BORA st, oo 

x be ify) 
5 wm: Batt” 10 756 Baltimore net North Aves 
- 123. FUNERAL DIRECTOR'S SIGI 22 ADORESS 2éa. REC'D BY OL R | 2d. REGISTRAS'S SIGHATURE 
Z D ip 

ves Y Gof Is 6 00 Lets 


oa 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 (}75)] b/ 
10265 CERTIFICATE OF DEATH Sees 


ip PLACE e DEATH 2. USUAL RESIDENCE eres deceased lived. If institution: idence before admission) 


. COUN 0. STATE, b. COUNTY 
MARYLAND 
WA 


. CTTY-OR TOWN (IF outside corporote limits, write [-c. LENGTH OF STAY IN Ib €. CIFOR TOWNE IF outside corporote limits, write RURAL ond give nearest town) 
RAL ond give neorest town} : 


@) J or 
Loi, rung AE taOZE I D Linen sthle 
da. NAME oF HOSPITAL (iF ng in niheoaanel give stregt address) i] d. STREET ADDRESS: fe. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 


ves J}-fio FD 
First i Last 4. DATE Month Day Year 


id be filed with 


vai 


‘9, Funeral director, 


3. NAME OF 
DECEASED 
{Type or print) aA NE E LAER A Wy DEATH 2 19962 

S$. SEX 6. COLOR OR RACE | 7. MaaRieo [[] NEveRmaRtfe[] | 8. DATE OF BIRTH 9. AGE oe T8 if UNDER V YEAR| IF UNDER 24 HRS. 


lost Pee) Month 
women _ouoweeot] |r Ip_)¥ Nats ha Ste Bs 


100. Sorng OCCUPATION 4 sie kind of work done| 10b. Kil i OF BUSINESS OR INDUSTRY | 11 /BIRTAPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


most of working life, even if retired) 
x KAAS 1 ots liter KSA 


13. FATHER’: 7 NAME 14. MOTHER'S MAIDEN NAME Hi 


s 1 and & 


Fiied in 


=) foe 
I CPE — Sn , Mad 


15, WAS DeceaseORvER, NU. S. “ARED FORE rs ‘SOCIAL SECURITY NO. ee Pr a 
| ites 0, es, give wor oF date of 4 - 
; ‘bas =o Wise f D4sdeg 2. Me. 


18. om OF DEATH [Enter only one couse per line for fo), (B) ond (c- a / INTE 


RVAL BETWEEN 
PART t. DEATH WAS CAUSED 8Y: ONSET AND DEATH 
IMMEDIATE CAUSE (o! LNA 


DUE TO 


rs after death. 


in 72 


Then please remave carban popers. 
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ed by the attending physician ond cample| 


Conditions, if ony, which (b} 
gove rise to immediate DUE TO 


co¥se (0), stoting the under- 
lying couse lost. () 


Pant tl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]1 WAS AUTOPSY 
yes] No [q~ 
. ACCIDENT WAS. UNDERLYING C1 [ 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port ! or Part It of item 18.) 
OR CONTRIBUTING CJ CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. {City ar town) {County} (Stote) 
Hour o.m. While. Not aoe foctory, street, office bldg., etc. 
p.m. jot work [] of work 1 


ak ! certify that I otis) oh the deceased pene i Bin en, 19%, ta_Z P-/0).., 199 that | last saw the deceased 
eee and that death occurred at-S) 32 hM, fram the causes and an the date stated above. 


a eas ‘or town, stote) 
‘ 


72d. LOCATION (City, town, county) (State) 


requires 
n. 
‘ign 


The! 


by the haspital or attending ph: 


MEDICAL CERTIFICATION 


After this certificate has been si 
hed far use os the burial-transit permit. 
rial, cremation, ar remaval, and in any event wi 


ATTENDING PHYSICIAN: 


CTOR: 
a 


the registrar prio 


PHYSICIAN’ 
NAME (Type! 


TAI 
» be ret 


IERAL' 


mi 


4 f de + (I OS C4 bord a 
Le 3 : ua. RECO BY REGISTRAR | 2éb. REGISTRARS SIGNATURE 
Years? a : 4 oy, vate! “3 (g 


L a 
eC: should b 


TO HOSP! 


TSM 9/SS 


5 A favaane 


Daarcodt 


+e 1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 £ 
10166 CERTIFICATE OF DEATH 10152 


Reg. Dist. No. 
2. clas ake (Where deceosed lived. If institution: Residence before admission} 
o. b. COUNTY 
aryland St. Mary's 


¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give neorest town) 


BS /\ ~J1. PLAce OF DEATH 
Fy o. COUNTY 


€arroll Le ash) 


Ab. CITY OR TOWN (If outside corporote limits, write] ¢. LENGTH OF STAY IN Ib 
RURAL ond give nearest town) 


200. ACCIDENT WAS UNDERLYING [7 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 1B.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IE EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home. form, | 20f. (City or town) (County) (Stote) 
Hour oo. m. While Nat while foctory, street, office bldg.. etc.) ! 
p.m. W fat work [J] ot work [] 1 


_., 192._,that | last sow the deceased 
PM, from the causes and on the date stated above. 


MEDICAL CERTIFICATION 


21. I certify that | attended the deceased from__May 255, 1996._, to_.O st, 8. 
alive on_OGt.s 8, 


/$2 K He on Hollywood / 
o ad. Pate a ale (if not in hospital, give street address) d. STREET ADDRESS e. BUEN 
? Henryton State Hospital Route 2, Box 6 ves [] No 
ce 
ba 3. NAME OF Fir Middl 4.0A) 
2 e DeceaseD irst idle Lost gd Month Day Yeor 
2 {Type or print) Joseph Philip Frederick | D&A 10 8 19 56 
5. SEX 6. COLOR OR RACE ]7. MARRIED EM] NEVER MARRIED (-] | 8: DATE OF BIRTH 9. poaeiee If UNDER 1 YEAR| IF UNDER 24 HRS. 
‘a lost birthdoy; Month: Do; Hi Min. 
ce Malle Negro |wiooweo [] pivoRcED [] 8-26-1881 2 ee ee a 
€ Be Ye 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
§o $7 : during most of working life, even if retired) f 
Bse( J Laborer Spicer Mill Hollywood, Maryland U.S.A. 
a BA : 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
ae 
gee Unknown Unknown 
£83 TS, WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT Addren 
ag [Yen no. or unknown) {IF yes, give wor or dates of vervice) 
g fn No 21-30-1483 | John I, Frederick - 125 Adams St., Wash., D. Cy 
BS 5 18. CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (c)-] INTERVAL BETWEEN 
24% a AND DEATH 
Bs z PART. DEATH Mebiate cause phar advanced bilateral cavitary tuberculosis 
£e 2 DUE TO 
5 
Be» Conditions, if any, which © 
BZEo gove rise to immediote 
ee ca¥se (a), stoting the under. ( OVE TO 
ae lying couse lost. () 
i Paar Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. Nig yd 
3 
3 yes] nol] 
§ 
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12.56 ang that death accurred at 123 


ATTENDING PHYSICIAN: The low requires that the deoth certificote be executed within 24 hours ofler deoth. 


by the hospitol or attending physician. 
CTOR: After this certificote hos been si: 


¢ ADDRESS (Street, city or town, stote) DATE SIGNED 

nee | | |SGNAtu MD, ...-.-_Henryton, Marydand 
Ra 

Bizz wane Tom F, Vestal, M. D., Supt Henryton State Hospital, Henryton, Maryam 
BoD 


Za. tele vita Tb. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY Tad. LOCATION . town, at county) (State) 
i 
Buriat 0-11-54 St. John's Hollywood Maryland 


23. FUNERAL DIRECTOR'S SIGMATURE ‘24a. REC'D BY REGISTRAR ‘2b. REGISTRAR'S SIGNATURI 
1 ~ 
et 4 / vate 10=8-56 wt. Gren 
W 


TO HOSPiT. 
tgs be ret 
ad 
e 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 ) 1 i 3 
10°67 CERTIFICATE OF DEATH eee } 


ae fac ee dad ae be te I alah {Where deceased lived. If institution: Residence before admission) 
__ Carroll MARYLAND Maryland *°Sarroll 


b. CITY OR TOWN {if outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate timits, write RURAL and give nearest lawn) 
RURAL ond give nearest town) i 
Woodbine 2s yrs Woodbine x 
dad. NEN Caice (IF not in haspitol. give street address) d. STREET ADDRESS e. Pees 
‘Weitzel Nursing Home ves) NO 


3. NAME OF First Middle 4, DATE Month Doy Yeor 


Lost 
ype or pen ENos R Goswell | team lo- 17 = 1956 


7. MARRIED PA] NEVER MARRIED Oy | & DATE OF BIRTH % mea Lcd IF UNDER # YEAR| IF UNDER 24 HRS. 
lox} foy) | Months] Do; oy 
wipoweo [] Divorced DF 8-4-1886 One ys ee in 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {State or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
during most_of warking life, even if retired) 


etired engineer B& O R.R. Maryland U.S. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Thomas B. Gosnell Charlotte Hart 


ne WAS, eee Danie u. 3 plo See 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
al ooo a a = 2 
no Mea a | eae irs, W.G.Spurrier, Boonsboro, Md. 


18. CAUSE OF DEATH [Enter only ane cause per line for (a), (b). and (¢).] INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: ad 
IMMEDIATE CAUSE (o__\ © 4 


/ 2 DUE TO , 1s" 
Canditions, if any, zz (6) roe 


Gove rise to immediate ( 10 _ 176A SE 


couse (a), stoting the under- 
{c). 


lying couse lost, 
Pant W. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 


yes] No 


all 


¢ funeral idiPector, 
Id be filed with 


illed in 
s 1 an 


f death. 


Then please remove carbon papers. 


200. ACCIDENT WAS_UNDERLYING 0 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature af injury in Part | or Port II of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor [20d, INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, | 20F, (City ot town) (County) (Stole) 
Hour a. n. While Nat while foctory, street, office bldg., etc.) f 
p.m. 19 _|ot work [1] oF work 7] { 
21. | certify that | aiended the deceased from, oer 192%, to___.G OF _____ 19. Sb. that | lost saw the deceased 
alive oa a ob, dnd that death ofcurred at_Z._ 4 __M, from the causes and on the date stated abave. 
‘ r, : ; ADDRESS (Street, city ar tawn, stote) DATE SIGNED 
sent Wael mo... Sghenwll, ‘76.4 5b 


08 DR ES SE ee eee er eo be! Us 


Ro. ee, Caen ‘2b. DATE THEREOF Zc, NAME OF CEMETERY @R=GRttYeAFORY 22d. LOCATION (City, town, or county) {Stote) 
BURT? | 10-20-1956] Morgan Chapel Carroll Co,, Maryland 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 24a, REC'D BY REGISTRAR REGISTRAR'S’ SIGNATURE 
C. M. Waltz, Winfield, Ma. ve LOADRRE ee, EZ 


rial, cremation, ar removal, ond in any event within 72 hours 
MEDICAL CERTIFICATION, 


‘ached for use os the burial-transit permit. 


+ 


the eegistrar pri 


7. 1 
3} 
& 
od 
= 
o 
= 
s 
a 
= 
= 
3 
~ 
we: 
= 
zl 
3 
: 
: 
: 
a 
2 
8 
3 
3 
= 
3 
. 
e 
= 
x] 
o 
$ 
ip. 
, 
+4 
E3 
Ss 
© 
2 
= 
5 
2 
Q 
3 
= 
= 
4 
9 
z 
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CTOR: After this certificote has been signed by the attending physician and campley 


by the haspital or attending physician. 


OR 
@. 
3 should be, 


ER ALN 


TO HOSPITAL 
od 
e 


be rel 


S 


{7 


g 


$ "A f vaune 


geet 6i 190 
J 
Uy arsos 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
10268 — CERTIFICATE OF DEATH ‘i pan, OT 


— 


sé 

32 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deccored ved. If insiution: Residence before odminsion 

8 ° 7 04 STATE b. COUNTY, 

38 Sea Ce ail b's, VLAN D (AR ROL 

Pes © LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 

5 4 

2 a 0 

ER pe | A EARS NIO BeidDGeE 

» d. oF ; see sa (IF not in hotpitol, Qive streel oddress) d. STREET ADDRESS e 5 ete 
N25 LD An 4 Fae Sf ves (] No (q-— 

ec ee oe 

£5 3. First Middle 4. DATE Month Day Yeor 

wn DECEASED oF ; 

23 (Type or print) DA V/ Db ia VA Death) Ca), 19 3 


¢ 


5. SEX 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED [ay G DATE OF BIRTH 9. AGE {in yeors [fF UNDER # YEAR| IF UNDER 24 HRS. 
iA igo? toy apsoy) Hours] Min, 
kK/ wioowen F~ —_owvorcen tO] |4VG //. g LaF yn. 


100. al OCCUPATION alee kind of work dane] 10b. KIND OF 8USINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 


be Wig life, even if retired) CEMENT Clo yp RY LAND / I fi 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Vi hh/ pL “A WN ile ‘Fk ‘Fa, 


in 72 haurs ofter death. 


15. WAS ee IN z 8. mC Fone 17. sito Addrets 
(Yer, no, or unknown) Cee: ‘or ge doles of service) 
Pa ae 4 3-03 -Se BEL VOILFE UNiY BRIDGE 
, 


18. ~ [18 CAUSE OF DEATH [En OF DEATH <4 bof one cause p INTERVAL BETWEEN 
ONSET AND DEATH 


PART |. DEATH WAS CAUSED BY: 
_ IMMEDIATE CAUSE (a! 


DUE TO 


Then please remave carbon papers. 


ECTOR: After this certificate has been signed by the attending physician and cample; 


R ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death: Page 4 


ge 
2a 
aS 


A 
‘e 
g 
a2 Conditions, if ony, which ) 
5 to) gove rise to immediote DUETO 
nal coute (a), stating the ynder- 
§ ie lying cause toast. (¢ 
385° ra Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. WAS AUTOPSY 
28 f= fe] ——— PERFORMED? 
x 
43° 8 5 yes] not] 
ooEs = | 200. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enler noture of injury in Port | or Port Ul of ilem 16.) 
: Sapte & {OR CONTRIBUTING C1 CAUSE OF DEATH 
eee5 & { (IF EITHER, NOTIFY MEDICAL EXAMINER) 
s : a 
Sues & [2c TIME OF INJURY Month, on Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or tawn) (County) (State) 
3. g 8 8 Hour o. n. White Neat fo foctory, street, office bldg., etc, Mt 
= Ly p.m. jat wor Oa warl — 
o .~ © 
=. es 
3 Be ! atfended the deceased from. chet Sena Zz wre fo. Get (...-, 128. Ze.that | last saw the deceased 
rf 3 4, 2st d that death occurred at__ ln=Am, from the causes and on the date stated above. 
= ADDRESS (Street, city DATE SIGNED 
> . 
By. % MD. oo ¢ LOST 
pa hs = (/ 
- al ue 7 
aeeo8 
Efses £ E {\2] ; LEE NO Ea 
BSZOo ‘Ze. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zac. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, of caunty) Grote) 
be . REMOVAL (Specify) ~ yy at urs 
= a: Je Bl 2 - Hoe 1EVU/ Ui! BRIDGE ML 
od }. FUNER : y 
US d,s Td ‘4 fD LMA 


‘2ho. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 9 

4 Sho o 

peed 0 bAPHEFO /) “ 
7 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10 
102693 — ceRTIFICATE OF DEATH ah 


oo 


ond 


sé 

3 = LM Heras etal 2. Korte (pes (Where deceased lived. If institution: Residence before odmission) 

= oa j b. COUNTY 

22 "ARROLL marrno || MYLAN D FREDERICK 

3 b. CITY OR TOWN re Outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢, CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

53 ( WH) peti 

52 \ By eon (3 eNTHS || JOHNS VILLE KuRAL. 

2 d. NAME OF HOSPITAL (If not in hospital, give a] oddress) d. STREET ADDRESS: e. 1S RESIDENCE 
ORJNSTITUTION ON A FARM? 

DORKDIA E Yes [] No 
5 5 3 NAME OF Fint Middle tot 4. DATE Month 
Fe ; OD ™ 
ee teen IRA MAY GROSSIVICKLE| Sam Qe p 72 wae 


° 


3, SEX 6. COLOR OR RACE | 7. MARRIED EPF-NEVER MARRIED [-] | 8. DATE OF BIRTH "AGE (In years [IF UNDER 1 YEAR| tF UNDER 24 HRS. 
# fear buried ay = 
W wibowen] _owvorcen | MA -JIS joe ea 


¢ 
10c. USUAL OCCUPATION {Give kind of work done] 0b. KIND OF BUSINESS OR INDUSTRY 11, BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
| during mest of working lite, even if retired) Ap 4 Ul. 
/ ENTER Constpue Lbh LYE Lf b J. 


N 


13. FATHER'S aia 14. MOTHER'S MAIDEN NAME 


JosHUA fF ROSS WUC LE LAURA Boo 


15, WAS DECEASED EVER, U.S. re ee 17, INFORMANT ‘Address 
(fet, no, oF unknown) UE yes, give wor or dates of vervce} ; r ; 
j NO Ve LYARGA) ICopEMY JOHyH. A py 


18. Site OF DEATH [Enter ae one couse a) jine far fo), (bh. ond ( ond (c}-] tNTERVAL BETWEEN 
PART |. DEATH WAS CAUSt ONSET AND DEATH 
IMMEDIATE CAUSE. e 

DUE TO 


Conditions, if ony, which 
Gove rise to immediate 

couse (0), stoting the under. { DUE TO 
lying couse lost. (c). 


THER SIGNIFICANT CONDITION: 


Lame! 


7 


~ 


Then please remave carbon papel 


JUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
PERFORMED? 


ves(] no] 
200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port Vor Port Ul of item 16.) 
R CONTRIBUTING C1 CAUSE OF DEATH 
A EITHER, NOTIFY MEDICAL EXAMINER) 
ae 
20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, farm, rei (City oF town) (County) (Stote) 
Hour o. While Not while factory, street, office bidg., etc.) 
p.m. 9 lot work [1] of work (J 


21. | certify that | attended the deceased from._//LA-<7. —.__, gies t Lez, \95G_,that | last saw the deceased 


MEDICAL CERTIFICATION 


uriol, crematian, or remaval, and in ony event within BE leks ofter death. 


ched for use os the burial-transit permit. 


ECTOR: After this certificate has been signed by the attending physician and compl 


by the hospitol or attending physician. 


IR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hours after death: Page 4 


$ alive on__£@ =-/ 2, a. ede, and that death oe ous ton. fram the@yuses and on the date stated abave. 
¢ - ADDRESS (Streef, city/or town, stote) DATE SIGNED 
= Anat se er LL [ZHI SHE: 
rma 
i — CH IEG GE . 
oD 
2 
2 


~ Peep cee PICk os, Ww: 
h> 
‘SE PAN EDERICS ¢ AIL 
t ( i DDRESS 2do. REC'D BY REGISTRAR | 246. REBISTEARS SIGNATURE 
1 DB 4 
Vt i . Harboe = VIO LES WZ4 vate /O EYAYE AALeZ L, Aépe-fo 


TO HOSPITA! 
be ret 
* 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
10170 CERTIFICATE OF DEATH 


10156 ¢, 


me Reg. Dist. No. 

3 5 1 PLACE OF DEATH | 2 USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 

8 °. °. b. Cou 

32 Careoil oes Maryland arroll 

6 3 b. CITY OR TOWN (If outside corporote limits, write] ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporote limils, write RURAL ond give nearest town) 

3 tr RURAL ond give nearest town) 4 

32\__/X|_Rural New Windsor TS. Rural--New Windsor : 

= 2 d, NAME OF HOSPITAL (If not in hospilol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 

— . OR INSTITUTION ON A FARM? 

F, yes [] NO fq] 
3 bei ae First Middle Lost 4. ei Month Day Yeor 

25 ttope or pin MARY HOOPER bam 10 = 7= 19 56 

> 5. SEX 6 COLOR OR RACE |7. MARRIED] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


Min, 


( oy) 
female White |wwowex] _oworceoQ | 1-30-1868 ep. 


- 


a 100. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY|11. BIRTHPLACE (Stole or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
g 3 during most of working life, even if retired) 
ae 4 housewife Maryland U.S. 
2 5 13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
= 2 
Oe David Byers Sidney Baust 

3 »\ 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 

] } (Yes, no, oF unknown) {If yes, give war ar dates of service) 
g J no none Mrs. Belva Pickett Same 
‘S. 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (c).] 


PART I, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} 


DUE TO 


INTERVAL BETWEEN 
ONSET AND DEATH 


Cerebral Hemmorhage 


Then please-remor 


gned by the attending physicion and co: 


= Conditions, if any, which (ol 
E gove rise to immediote 
& couse (o}, stoting the ynder. ( CUETO 
lying couse lost. {c). 
Parr It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io) |19. ASTROS 
yes] nol] 


20a. ACCIDENT WAS UNDERLYING [7 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part It of item 18.) 
OR CONTRIBUTING (J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20¢. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour a. While Not while foctory, street, office bldg., etc.) ! 
p.m. 19 lot work [J] ot work i 


21. | certify that | attended the deceased tom--EG72/56-—— 19.22 to tQ AZ, Shp--- 19_._.,that I last saw the deceased 
alive OM pdb np ennenanns 12____..., and that death occurred ot [G--R-M, from the causes and on the date stated above. 


5 ADORESS (Street, city or town, stote) 2 IGNED 
ACTUAL ag oft u/ 2 
Dota : MO. Merete sot Messe 09. G na naan nnn 


THVSICLAN'S Merritt E. Robertson 


MEDICAL CERTIFICATION: 


to burial, cremation, or removal, ond in any event with 


id by the hospitol or offending physicion 
DIRECTOR: After this certificote hos been 


* 


ines 


jowld be detached for use as the buriol-tronsit 


Zac. NAME OF CEMETERY @R>GREMATORY- Rd. LOCATION (City. town, or county) (Store) 
‘SORTA QO-11-1956 Taylorsville Cerroll Co., Maryland 


po. Me Waltz, | Winfield, Maryland EP TUT ae Pe 


be, “ 


Fu 
ge 


moy 
*: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificote be executed within 24 hours ofter death: Page 4 
he registrar 


VS ANS: 


15M 9755 re LV IISGd ro ee 
i ——— St 


e 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
10371 CERTIFICATE OF DEATH me ¢ 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceated lived. IF institution: Residence before 
oe. COUNTY Carn MARYLAND a. STAT an. b, COUNTY : 
fo b. CITY OR TOWN (It outside corporate limits, write | ¢, LENGTH OF STAY IN Ib || ,c, CITY OR TOWN (IRdutside corporote limits, write RURAL ond give nearest town) 
{ fh \ RURAL ond give pepast Hoss) | H 
[ y § a Q OG wn F 
ME_OF HOSPITAL (IF no] in hospitol, giye street oddress} 7 é STREBD ADDRESS e. 1S RESIDENCE 
“OR INSTITUTION . df a % " y WV Ce ON A FARM? 
PAW Lea Canmnnngm A ark. yes [] No 


AME OF First Middle 


Bea A ELLY ; . 0 OV ER “aa _OcteRbr ae sae 


5. SEX 6. COLOR OR RACE |7. maRRieD [1] NEVER MARRIED "pe | 8. DATE-F BIRTH AGE (In years [IEUNDER 1 YEAR] IF UNDER 24 HRS. 
w F i Peab & iE lost ses Months Min. 
wioowed (] Oivorcen [1] ./ as yn. 


Oa. USYAL OCCUPATION (Give kind of work done| 106. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
luring most of working life, even if retired} 


Oh Dar Ornw Aft 3 oe U 


19. FATHER'S NAME 4 ia. yon MAIDEN 2. ry t) 


yas WAS DECEASED EVER IN U. S. ae) —— 16, SOCIAL SECURITY NO. | 17. INFORMANT y W. 
(Yes. ng, or unhnows (if yes, give wor or dates of rervice) - j 
(Ao ovr Lotta) 


MEER. OM et 4 ee 
18. CAUSE OF DEATH [Enter only one couse per line for-to}. (b). ond (ch] INTERVAL BETWEEN 


PART I, DEATH WAS CAUSED 8Y; é Mee a ONSEC AM ESEATY 
IMMEDIATE CAUSE (0 


YU DUE TO : 
Conditions, if any, which o f-nAgrcs tcho LYN. 


gove rise to immediote 
cotse (0), stoting the under. ¢ OVETO 
lying cause lost. ( 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH FUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1()]19. WAS AUTOPSY 
; 
OPA wre " a 
S$} VL yi7 LC AQAA A LM _2 ves] noG 
200. ACCIDENT WAS UNDERLYING (]__]20b. DESCRIBE HOW INJURY Q@@ECURRED. (Enter noture off injury in Port | or Port It oF item Ip.) 


OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


[20c, TIME OF ieee Month, Dey, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY {Home, form, | 20f. (City or town) (County) (Stote} 
Hour While Not while factory, street, office bldg... sort 4 
jot work [7] ot work [7] 


21.1 ame that | attended the deceased from_L.O + 2, eR i A 19.; 5G.that | last saw the deceased 
alive on____| O & ees jat death exer at ys 3. DAM, from the causes and on the date stated above. 


a ARORES 4st 1, city or town, stote) 27 SIGNED 
ACTUAL y is Hearn 
SIGNAT! MO. gig —_- O42 


resemes VALDIS A AVG) AWK ian Uy _V Daderaat 


Zo. BURIAL, CREMATION, | 22b. DATE THEREOF E OF CEMETERY, yay CREMATORY Uj 22d. LO ATION (City. Jon ‘of county) a4 State) 
OVAL (Specify) 
(damn |O¢ rs. Melp 


23, EUNERAL DIRECTOR'S SIGNATURE ADORESS 24a, REC'D BY REGIST BAR ‘24b, REGISTRAR'S SIGNATURE 
che Hae ? AA 
[yastes Ws Am pate /2 - 4 AML EDT 


oa 


e funeral directar, 
id be filed with 


led in 
fs \ and 


sigian and compl 


Then pleose rema: 


lurial, cremation, ar remaval, and in ony event within 72 hy 


te has been signed by the attending phy: 


nding physician. 


ara! 
MEDICAL CERTIFICATION 


ched far use os the burial-transit permit. 
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by the hospital o 
CTOR: After this cer! 


L 
a be ‘ah 
RAL FFs 
3 should be 
the registrar priar! 


mi 


TO HOSPITAI 
TO 


el 


¢ "A NVaune 


fof 0 * 
=) AN | 

= TOG a 
USI /A\ HS }) AN : 


a a Bare at agg ari HEALT! LTH—BALTIMORE, 18 
ens i-C Cc iim 6- S 
10]%2 °° CERTIFICATE OF DEATH” 


aa! | 


10/158 
Lt 


Ce Reg. Dist. No. 
3 = y baad 2. ile eae (Where deceased lived. If institution: Residence before admission) 
e i ; °. b, COUNTY 
52 . Carroll Ene Maryland ede 
Be r] b. CITY OR TOWN (IF outside corporote limits, write ENGTH OF STAYIN Ib |]. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
3 4 RURAL and give nearest town) r hs 8 davi 
52 v4 Sykesville rnd /10 i Al BinddrK/ (vid ‘ / 
@. NAME OF HOSPITAL (If not in hospital, give street add R 2 e. 1S RESIDENCE 
OR INSTITUTION c ON A FARM? 
Si Springfield Sta ‘ yes] nol] 
£6 3. NAME OF First Middle Doy Year 
3 _ DECE: OF 
Ces (ypecr prio) Philomena M. Jew8ll 3 Bs ___ 13 
t 5. SEX 6 COLOR OR RACE [7. MARRIED [_] NEVER MARRIED [] |8 DATE OF BIRTH 9. AGE {in yeors |IFUNDER 1 YEAR|IF UNDER 24 HRS, 
lost birthday) Min. 
A F W wipoweD ["] DIVORCED Q=1'7~0/, 52 oa 
> 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g during most of working life, even if retired) 
© housewife Maryland USA 


oh SS ea. 
Anthony Helfisch a Ruecke 


15, WAS oe IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. [17. INFORMANT ‘Address 
Tres, n0, oF oe f yes, give wor or dates of service) 


a te jeath. 


: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


200, ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port II of item 1B.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY {Home, form, 1 20f. (City or town) (County) (State) 
Hour 0. m. While Not while foctory, street, office bldg., a) 
Pam. 19 lot work [J at work [] 


MEDICAL CERTIFICATION. 


& 
“nN 
3" Hosn 2cords 
8 3 1B. pale OF DEATH [Enter only one cause per line far (0), (b), ond {c)-] pl at BETWEEN. 
ag PART |. DEATH WAS CAUSED BY: Aa i igals 
cz 5 IMMEDIATE CAUSE (o] us 
= Hy ( DUE TO 
> Conditions, if any, which fe 
5 Gove rise 10 immediate — 
rs case (a), stating the under. ( DUE TO 
2 lying couse lost. fe —E——EEE— EE | 
= Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}/19. Bis cg 
S 
8 Dementia Precox, Catatonic type yes [] NOR 
4 
8 
¢ 
& 
3 
E 
§ 
o 


ched far use as the burial-transit permit. 


by the haspital ar attending physician. 
ECTOR: After this certificate has been signed by the attending physician and cample: 


ATTENDING PHYSICIA! . 


21. | certify that | attended the deceased from. Octi.20,_._., 1954.., to Och. 21,_-_-., 195G_.,that | lost saw the deceased 
alive on._Oct. 20, .-.-, and that death occurred at 8215A._M, from the causes and on the date stated above. 
e Sf, : & ADORESS (Street, city or town, stote) DATE SIGNED 
ACTUAL 
32 eee Springfield State Hospital 10-21-56 
ma 
Ie PHYSICIAN'S 
<3 < 22 NAME (Ty pal aa lusthau: rhaswilie, er ee) Moet ee eee 
eB = Jo 23/56 Pod ew RL yer 
ahh oe 24a, RECO G3 REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
ysAls ga Yome /442e/oG . Ala x 


// EZ) 


. 1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
10173 CERTIFICATE OF DEATH ven on no LSI 


vs 
3 = 3 ar eine a Soeneeeewrece (Where deceased lived. If institution; Residence before admission) 
52 oO Carroll marnano || °°" Maryland Bey 
3 f ‘Tb. CITY OR TOWN (iF outside corporate limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If auttide corporate limits, write RURAL ond give nearest town) 
0 RURAL and give nearest town) yy 
_ Sykesville lyr , 4mo, 23dy Baltimore 2V On yp 
d. NAME OF HOSPITAL (If not in haspital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
s ‘ 141 Dudley Avenue vés (] NO 
£6 3. NAME OF First Middle lost 4. DATE Month Day Yeor 
a _ DECEASED | OF 
2g Pe ee Mar: Eva Kent JOHNSON DEATH October 24 19 56 
5, SEX 6, COLOR OR RACE 7. MARRIED [aq NEVER MARRIED [_] |8. DATE OF 8iRTH 9. AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS, 
lost birthday) [Months] Doys | Hours] Min 
FR W wipowep [] pvorceoO | 10/25/79 T7 ys. A ‘ 
10a. USUAL OCCUPATION (Give kind of wark done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stale ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of warking life, even if retired) = 
Housewife Virginia USA. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Drury Kent Eliza Ann --—~ 
ie WAS ie gets U. S. ARMED: i poate 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
/e3, 90, OF unknown] #3, give wor or dotes of service) - : ’ 
I s) no Springfield Hospital Records 


18. CAUSE OF DEATH [Enter anly ane cause per line for (a), (b), and (c}.} 


aurs after death. 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave carban papers. 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after. death. Page 4 


2 
a 
E 
° 
S 
2 
e 
o 
c 
2 
3 
Es 
z 
a 
era 
3 g.5 
8 = PART |. DEATH WAS CAUSED BY h i 
Ses ; DEATH MEDIATE Cause jo. __ br OnChopneumonia hours 
£é¢ 4aTix DUE TO 
~ e < 
lets Conditions, if any, which 
a a ee oe 
RES gaveitita. ta. Tnestedithe 
ae cote (a), stoting the under: ( PVE TO 
a9 lying cause last, (o) 
tS 
85° z Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO JHE TERMINAL DISEASE CONDITION GIVEN IN PART I{g}|19. WAS AUTOPSY 
ey 2 i sassociated With aisvurba Tabor 
eed | Chronic brain syndrome associated With disturbance of me olism, gro PERFORMED? 
Bee o|_or n ion, with senile brain disess ith p ho = on ys) xo 
one E [200. ACCIDENT WAS UNDERLYING C]__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Port Il af item 18.) 
roa & | OR CONTRIBUTING C] CAUSE OF DEATH 
ges & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 > 6s & }20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County} (State) 
o.3es 3 Hour a.m. While. Not while factory. street, office bldg., etc.) t 
pi?s = p.m. 19 bat work [] at wark [7] H 
Peieenetcss 7 ; 
e355 21. | certify that | attended the deceased fram__Mey_ 31, 19549.___, ta_Qctober 24 1950 that | last saw the deceased 
_ 3 us alive an_October 23, _.__, 19.56. ___, and that death accurres at 0: 4M, fram the couses and an the date stated abave. 
a 4 ADDRESS (Street, city or town, state) DATE SIGNED 
= Pe Springfield State Hospital 3 10/24/'56 
B2 a 
Se ; 
Zee28 Name(ye) Walther H. Sonnenfeldt, MD Sykesville, Maryland 
Roses Mai tt eR ee Bd ee ea) ee 
FA S205 Zs. BURIAL. CREMATION, 2b. DATE THEREOF Zc, NAME OF CEMETERY OR CREMATORY Z2d, LOCATION (City, town, or caunty) (Stote) 
3 = Z p x Py) 3 
= = x aol Za os SG Soe heb P 9-3 a 2 hog TAY Let ALa 2 d es 
- 23. FUNERAL ene StGi BE ADDRESS 249, REC'D BY REGISTRAR | 24b, REGISTRARS SIGNATURE 
VS ANS (4 p i = Z , / 4 ‘ 
Yen bss" LLUAAIE © DNEVANU Dara! grre,| vate/Q/o2¢/9 6 G Q Hi 


i oS 
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ay 


th 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10160 
Items ERI FilmG206 11-1)-56 et 


10174¢F TIFICATE OF DEATH cota bien 


PL fp 2. USUAL RESIDENCE (HOME) OF DECEASED 


city ts LENGTH OF STAY ous (if Sutside corporate fimits, write RURAL end/gi 


{in this plece) 


al 


fter, death. 
copy of thi 


after death. 


24 hours 
tor, the third 


fe 


The law requires that the death certificate be filed with the registrar within 72 how 


HOSPITAL OR 
INSTITUTION OR 
STREET ADDRESS. 


NAME OF i a a Chia (Month) (Day) (Yeer) 


DECEASED L 3° . 
(Type or Print) a DEATH, z. 3 1. Se 
6. €OLOR OR 7. SINGLE, MARI a For 7 birthday | _IF UNDER 1 YEAR IF UNDER 24 HRS. 


WIDOWED, ‘Months Days Hours a 


(Spacity) 
of 12, CITIZEN OF WHAT 
ded. LLA 
Thomas W. Jones Helen E,. Richardson 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT & ADDRESS 
) | (Yes, no, or unk.) | {Hf Yas, give war or dates of service) 
18. MEDICAL CERTIFICATION INTERVAL BETWEEN 


1 DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 


IMMEDIATE CAUSE A) DCL VL ae 2Y Foro, 
ANTECEDENT CAUSE(s) DUE TO 


DISEASES OR CONDITIONS, IF ANY, (8) a Siio7. 

GIVING RISE TO THE ABOVE CAUSE 

STATING UNDERLYING CAUSE LAST. DUE TO 

{cy 

11 OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE 
DISEASE OR CONDITION CAUSING DEATH.. 

190. DATE OF OPERATION | 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY? 


it. 


A 
14, MOTHER'S MAID! 


transit perm 


INSTRUCTIONS 


OR CONTRIBUTING [J CAUSE OF DEATH ‘OF INJURY street, office bidg., atc.) 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


21d. TIME OF INJURY (Month) (Day) (Year) 


ves [] NO BX 
21s, ACCIDENT WAS UNDERLYING [] | 2lb. PLACE (Home, farm, fectory, _ 2lc. WHERE DID INJURY OCCUR? (City or town) (County) (Stete}’ 
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TO FUNERAL D: 


AM, from the causes and on the date stated above. 
ADDRESS (treat, city, town, stete) ps SIGNED 


70/e ST 


. Al A 
LoTR, DATE THEREOF EMETERY_OR CRE go it (State) 
OVAL 
(SPECIRY) 10-25-56 Lou fo ° FD 
Ty 7 


ALid 
4 D BY REGISTRAR REGISTRA®’S SIGNATURE Z R DIRECTOR'S SIGDATURE 
lpr 8 1 LE Le Lal Oe. 
pose Siar b,/ WP | Aa NT ORK MIG eg 


he bottom co) 
death certificate assembly should be detached for use as a b 


VS AISC 1-55 10M 


T 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10161 
3 ’ CERTIFICATE OF DEATH Rep. Dist. Now 7 


eal 


eke 
Sd 2 = Ml \ 1 pp 2 La 2 pee! Gp cps (Where deceased lived. If institution: Residence before odmission) 
Brea ad # oo b. COUNTY 
ae ‘ Carroll MARYLAND Maryland Washington 
£6 b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib | ¢, CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
3 Eecevilia.. k months di Bomsboro 

7 : vice hy 
= 2 d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS: e. 1S RESIDENCE 
2 Springfield State Hospital eile 
2- oe e 0S) yes) No 
oe Bohan. 
2 3 5 3. NAME OF First Middle Lost 4. DATE Month Do Year 
& 25 (ype or prin) == Bf He-Catherine Cline Kephart DEATH 10 13,56 
= 


8. SEX 6. COLOR OR RACE |7. mARRIEDIR) NEVER MARRIED [] |® DATE OF BIRTH 9. AGE (In yeors [FUNDER TYEAR|iF UNDER 24 HRS, 
leg bibdor) ys atk: 
F W wivoweo [J pivorceo [] 3e7 eh, pie 
10s, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 
/) Piensa rasta lle even i cctv) 


g 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 

a ‘land U.S.A. 

5 

3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

Se iy John Cline L la Reeder 

Ps 

8 Be WAS: Gh ad) IN U. 5. ARMED en ad 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 

§ I 2 } ananres onion) (I yes, Give wor or dates of service) unkn Hospital Records 

° 

3 “ 18. CAUSE OF DEATH [Enter ‘only one couse per line for {0}, (b). ond ().J ONS at ite 
a PART |. DEATH WAS CAUSED BY: 

W SHAS CAUSED BY Cerebral hemorrhage OBS B A 

= DUE TO 


Conditions, if any, which Verebral arteriosclerosis years 


err ct, ge 1. 
gove rise to immediote 
cotse (0), stoting the under- ane 
lying couse lost. a 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART op] 19. eo ia NE 
: Presenile psychosis ves] No CF 


200. ACCIDENT WAS_UNDERLYING ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port II of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
Hour a.m, While Not white factory, street, office bidg., etc.) | 
p.m. 19 Jot work [J of work [7] H 


21. | certify that | attended the deceased fram, or FP tes, A0=22— 19.22. that | last saw the deceased 
alive an 10-12 6 -. and that death occurred ath -M, fram the causes and an the date stated abave. 


| or attending physicion. 
MEDICAL CERTIFICATION 


buriol, cremation, or removal, ond in any event within 72 hours ofter deoth. 


loched for use as the burial-tronsit permit. 


a enore) 


ECTOR: After this certificote hos been signed by the offending physicion ond comp! 


d by the hospi: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificote be executed wi 


% ADDRESS (Street, city or town, stote) DATE SIGNED 
& SGUitone LA Mh irend Ax~ > no, Springfield State Hospital ____ 10-12-56 
2s & 
eae Name (iyee___EGmand Lusthaus peyxeevilles Mah Rs = a 
£8°9 220. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zac, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
> ele S REMOVAL (Specify) 
€ = F : NA EB ft @ Lata NAS iA Ce Nis 
6 \ \) ]23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS eh pee 
Vs ANS (4 y ae qo aa 
Tem o/s Sa) iets ¢ bare >] 7 401 +1 Marrd Hug 
i ad Tw wwe A 


(in this plese) 


OR 
SwWZEs | Wy wok eo = kn de 
STREET (if rurel give tocation) 


Oe 


OR 9 
a na VE: NCA falan 


1 z £ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 Q 1 6 2 
whi 58 
ae ERTIFICATE OF DEATH 7 
Me 8 4017 Reg. Dist. No.//.< 
Je 5 “f. PLACE OF DEA’ 2. USUAL RESIDENCE (HOME) OF DECEASED 

S = COUNTY Chir gl’) Lt MARYLAND sap Hee we county { P fre VIA 
A CITY [it outside corpor limits, write RURAL LENGTH OF STAY CITY (it outsidd corporate limits, write RURAL end give neerest town) 
fe 


e 


‘OR: The law requires that the death certificate be filed with the registrar within 72 


led in by the funeral director, the third copy of this 


death certificate assembly should be detached for use as a burial transit permit. 


A 


18, MEDICAL CERTIFICATION INTERVAL BETWEEN 
I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ,) ONSET AND DEATH 


3 , | INSTIUTION OR . ADDRESS 
z staeer aDonéss A. OMY wew Natss /tort ea 

wa 3. NAME a oc ss Md idles Tesi © DATE (Monty Davi Teer) 

DECEASE! 

= {Type or Prin! wpe. df MIO Crnvet— Dearn Ger 3 a4 

8 ee 5 EZ OR TE Wy HARRI, @, DATE OF BIRTH 9. AGE led birhdey ]_IF UNDER T YEAR ]IF UNDER 24 HRS. 

= * Months Deys Hours | Min. 
= why re Do we i Janna G E77 vf. | 

Bus eon oc ATION (Give ae of worl 10b, KIND OF BUSINE: URTHPLACE (Stete or foreign counts 12. CITIZEN OF WHAT 
I ss done du st of working life, even it OR INDUSTRY, |" Mer L | COUNTRY, 
| rated) In ny res Qer1é ‘ re fr y twa. “tA 

- 15, FATHER’S a) 1d, MOTHER'S MAIDEN NAME 
=. Fredmck (voerwer GiVk wow 
BES 15. WAS DECEASED EVER IN U, S, ARMED FORCES? | 16. SOCIAL SECURITY NO. V7. INFORMANT & ADDRESS 
2 3 Af Yes, no, or unk) | (Yes, alve war or detes of service) 
a } 
= 
wv 
z 
< 


Yu * inhebiare CAUSE {A) 0? ) 


NTECEDENT CAUSE(s) OVE TO ft . j e 7 
DISEASES éneoumene iF Leech tice Sele russe = fhentesleze ¥. fie ) 


GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST. ~ a 
{9 
TT OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH RUT NOT RELATED TO THE 
DISEASE OR CONDITION CAUSING DEATH. 


19¢, DATE OF OPERATION 19b, MAJOR FINDINGS OF OPERATION 20, AUTOPSY? 
) ves (] 
apatite WAS UNDERLYING er ab rence (Home, term, tectory, 2c. WHERE DID INJURY OCCUR? (City or town) (County} (Stete) 
RIBUTING ELCAU: DEA‘ INJURY street, 1g., etc.) — 
(IF EITHER, NOTIFY MEDICAL EXAMINER) a a ex 


xeculed by the attending physician and completely 


be retained by the hospital or attending phys’ 


PHYSICIAN OR HOSPITAL: The law requires that the d 


21d. TIME OF INJURY (Month) (Dey) (Yeer) (Hour) Ze, INKY on 21%, HOW DID INJURY aoe 
—_—— 
es m_| sven yee 
22.1 eby certify that | attended jhe deceased fro! Ao ; Z wn LOL, ar 19.44. =, that | last saw the deceased 
9 ~ / 
SOx / ive in Acs ess. ee ded ; fee wa causes and on the date stated above. 
a = <q: z sIGNATURE LV ADDRESS (Street, city, town, stata} DATE SIGNED 
Seals” : i pr 4 
wou gs M.D. LYRA OLLI Jue £9, / @ 
2 5= + [73 40 Bs line Saar OF, CEMETERY OR CREMATORY LOCAIJON (City, town, or county) = tie 
ePptsey i) “ j 
s ? eS re ha Se. CEA, A. 
e 3 0 [24, SREC'D BY REGISTRAR 


Za SIGNATURE oo 


one OC . ye Sb 


See 
s2 

es 

$2 § 

es eS 

Lo 6 - 
58 5 
162 


If ony delay 


Item 18. Give Pages 1, 2, ond 3 to the funeroli 


w 


ile poges 1 ond 2 witi 


¢ Chief Medical Examiner's Office olong with form PM3. Poge 5 may be retoi 
: Page 3 should be used os o burial-transit permit. 


ECTOR 


ir removal. € 


tificote, writing the ward “pending” in pencil 


‘orway 
FUN! 


« 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 hours ofter death. 
cute tl ii 


VS. AISME(5) 
5M 9/55 


- MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10163 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH : 


Reg. Dist. No, 7 0” 
1, PLACE (cepa U 2. USUAL RESIDENCE (Where deceased lived. If Institution: Residence before admission) 
COON Gaatoun: mamnano || TATE ayy] and bs COUNTY: ~ Qpeerenet 


b. cry OR Bech Re og corporate fimits, write RURAL c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF outside corporote limits, write RURAL and give nearest tawn) 
give ceorent lown 
‘{Rurel, Westminster Sinee birth Rural, Westminster : 


i NAME ee HOSPITAL OR INS! UnON tt rf % ae" give street address) d. STREET ADDRESS Union Mills e. See CEN 
Westminster, Md. R. D. Westminster, Md. Re D. 1 ves] NOE} 


3. NAME OF First Middle let 4. DATE Month Day Yeor 
Ciype or prin) Janet Marie Leppo Seatn 10/7/56 19 


5. SEX 6. COLOR OR RACE |7- MARRIED [] NEVER MARRIED Bij] @. DATE OF BIRTH 9 AGE tryeon[IFUNDER TYEAR] IF UNDER 24 HRS. 
9) Min. 
Female White wivoweo] —_ovorceo lt] | 9/18/56 = A wen | Day | Bea in. 


10a, PATION (Give kind of k de 10b. KIND OF BUSINESS OR INDUSTRY | 1). SIRTHPLACE (SI i i . 2. CITIZEN OF WHAT COUNTRY? 
Oe tee ace ar anette Wie eon F cet 7 Rinte i. WePne? Yospital 
Infant (None Infant (None) Gettysburg, Paes UeSeAe 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Dean E. Leppe Mary Kehoe 
15. WAS DECEASED EVER IN U. S. ARMEO FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT dD aan & [abba Address 
\ | ffes, no, oF unknown) {IF yes, give wer or dates of service} , . 
\| No No Ne Deen E. Leppo, R. D. I, Westminster, Mds 
18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), and (c).] INTERVAL aeTweey 
PART |. DEATH WAS CAUSED BY: 
rj) cm, .IMMEDIATE CAUSE () Vel erer yin ei 


TTA DUE To 
Conditions, if ony, which iol 


gove rise to immediate couse 
(a), stating the underlying( CUE TO 


cause lost. x 
z PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. WAS AUTOPSY 
5 yes (] Nove 
© 200. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Port II af item 18.) 
& | PRIMARY C) or CONTRIBUTING (1 
| CAUSE OF DEATH. 
o ee a ee ee 
& | 20c. TIME OF INJURY — Month, Day, Year [20d. INJURY OCCURRED [200. PLACE OF INJURY (Home, form, | 20F. (City or town) {County} {Stote) 
$ Hour 6. m. While Net while foctory, street, office bldg., etc.) } 
= p.m. w ‘ot work [] of oO ' 


21. | certify that | took charge of the remains described above, held an Autopsy im Inspection 8g, Inquiry [Sf and find that 
death resulted from: Natural couses Ri, Accident [], Suicide [J], Homicide [], Undeterminéd cause [[]. 


ACTUAL Fi C4 s ] DATE SIGNED 
SIGNATYRE,— <SCES Mp, CHIEF MEDICAL EXAMINER [7] 


Saye e — ASSISTANT MEDICAL EXAMINER [7] of, J: 
; AME [V] ARS DEPUTY MEDICAL EKAMINEREZ]_ 4 7 SZ 


ie ype) a 


‘2a. BURIAL, CREMATION, | 22b. DATE THEREOF Wc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (State) 
BEUQTA Spec) 
Buris. 10/8/56 St. Bartholomew Cemete Nr. Hanover, York Coun Pa 


2: JERAL DIRECTOR'S SIGNATURE a ADDRESS: ‘24a. REC'D BY REGISTRAR 2d, REGISTRAR'S SIGNATURE F 
‘ iy 
Keech nt A-dAttd , VWittlestom, Pas on /f-9- wd Aah Ji 


r/ BI VV Y rv, 


ATTENDING PHYSICIAN: The low requires that the death certificote be executed within 24 hours after deoth: Poge 4 


by the hospitol or ottending physician. 


€ 


TO HOSPITA 


= JOAATURE sas oy wl rpee{o bei EGISTRAR'S SIGNATURE fi 
wn Per ee. ainsaspLy Oh URS rerTty ae ae 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10 1 64 


10178 CERTIFICATE OF DEATH ae ae, 


owl 


3 ES W ve fF DEATH + rT pe _ deceased lived. If instituty Residence befare admission) 
sae CRN RROLL Counr MRARYLAND vat Longs ALTO 
°° 3 me ) Sy Pr 'N (If autside corporate limits, write | ¢. U NGTH OF STAY IN Ib ss CITY OR TOWN (If autside corporate limits, write RURAL and give nearest town) 
B SURE Runa CATES y ILE 
a. a OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS: af e Ok Fata 
bs MBY PTL cn Co nvarsaeT HOME || $L08 Gucen Aww ST vs 0] No 
i 3 3. NAME OF ; First Middle Lost 4. DATE og Day Yeor 
a (Type or print) 0SEPH & LUCAS DEATH 19 SS 


if UNDER 24 HRS. 
Hours | Min. 


5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [-] | 8, DATE Et BIRTH In 
a ae icth@oy| 
u/ wipowen fa divorced C TS, (4 =a 


100, ree tops rie kind af wark. done a8 Zz BUSINESS OR INDUSTRY |11 HPLACE (State or foreign country) 12. CITIZE} HAT COUNTRY? 
ti 
luring TIRES ie SPPHINTE A i To x is 
13. FATHER'S E 


14, MOTHER'S MAIDEN NAME 


me ony Kave. Bowne 
15. WAS anf S. ARMED FORCES? 116. SOCIAL SECURITY NO. |17, INFORMANT Address 


pee Omori lo Ol O2MALIZERT LUCAS $7422 CLIFTON A-VE 


18. CAUSE OF DEATH [Enter anly ane cause per line for (a), (b), and (¢).) 


PART I. DEATH WAS CAUSED 8Y: 4 
IMMEDIATE CAUSE (o]__C-O%t 


QUE TO 


Conditions, if any, which rs 
gove rise ta immediate 


3 DUE TO aay 
cause (a), stating the under- > € 
fying couse lost. te) Le Oe ere 


Past fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO {HE TERMINAEDISEASE CONDITION GIVEN IN PART 1{a}]19. rae AUTOPSY: 


RFORMED? 
E O nog 
20e, ACCIDENT WAS UNDERLYING [} | 20b. DESCRIBE HOW INJURY OCCURRED. (Enier nature of injury in Parl 1 or Port It of item 1B.) 
‘OR CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, 7 Yeor | 0d. INJURY OCCURRED —[20e, PLACE OF INJURY (Home, Be 1 20F. (City or town) (County) (Stote) 
Hour 0. 1. White Not wile coe street, office bidg., etc. 
Pom. lat work [7] ot work be 


21. | certify oe the deceased mem: Lege; my tee CS -. 19:42, that | last saw the deceased 
alive an. LY. LoS w+ SRS wees, and the edits Fa at —_A_M, fre fram the causes and an the date stated abave. 


5 : ADDRESS (Street, city ar tawn, state) DATE SIGNED 
ya Lege thE, i 
sees WG ntl inn fhe, ade 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remove corbon popers. 


MEDICAL CERTIFICATION 


wrial, cremotion, or removal, ond in any event within 72 hours offer deoth. 


iched for use os the buriol-tronsit permit 


ECTOR: After this certificate hos been signed by the attending physicion ond complete}, 


. 


ri 


pa 
Se 
e328 NAME TO dg a eS a pe 
S2°9° ‘Zc. BURIAL, CREMATION, | 22b. DATE oS ior ‘OF CEMETERY 9 CREMATORY 7d, you (City, town, of county) 5 ; 
2 L mh aa re 
be Seen’ Lew AR VEG Sa _ PAL 


a 


bg i¢ 
&> 2 
ee 
Bes 
ae 2 
. a 
s° 3 iM 
Be ‘ 
eS Pe 
= 5 
ow. 
Rass 
Beno 
Pe hg 
Sal fee 
= fee 


Led 


File pages 1 and 2 wik 


ith farm PM3, Page 5 may be reta 


CTOR: Page 3 shauid be used as a burial-transit permit. 


in pencil in Item 18. Give Pages 1, 2, and 3 


ER: This certificate shavld be executed within 24 haurs after death. 
e alang 


nd ta the Chief Medical Examiner's Offic 


‘é 


ertificate, writing the ward “‘pending’’ 
ar remava! 


TO DEPUTY MEDICAL EXAMIN' 
cute y 
forw i 
‘© FUNERAI 


Po 
4 
o 


£ 
S 
& 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 = 1 () 1655 


MEDICAL EXAMINER’S CERTIFICATE OF DEATH 4¥ 
? 70 Reg. Dist. No. 
1, PLACE OF DEATH ae 2. USUAL RESIDENCE (Where deceased lived. If Institution: Residence before admission) 
° COUNT Carroll marvuano || ° STE Maryland b COUNTY = Balto, Clty 
b. ae ‘en pecan {If outside corporate limits, write RURAL ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN {If outside corporate limits, write RURAL and give nearest town) 
X Sykesville 26 hours Baltimore j 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d. STREET ADDRESS Cs PS a 5 
Springfield State Hospital 6 E. Franklin Street ves] NOOK 
3. NAME OF First Middle Lost 4. DATE Manth Dey Yeor 
‘lype oF print Roy Alexander MacMICHAEL Samm October 3, 1956 
8. SEX 6. COLOR OR RACE |7- MARRIED ER} NEVER MARRIED [_]| 8. DATE OF BIRTH ee ea IF UNDER 24 HRS. 
Male White wivoweo] — pvorceot] | September ),1888 6” Pr, eee fa Ne att 
vith Se peach oes aa aro done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
*"flistc “teacher - Canada Unknown 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
James MacMichael Margaret Young 
aie Se eye ag Ea AAS sp 6. Se Fog, . 117. INFORMANT Address 
| No = Ge Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond {c).] INTERVAL BETWEEN. 
PART I. EAT NEDIATY CAUSE fo) . Hours 
DUE TO 


as, if ony, which ( Coronary arteriosclerosis 
gove rise ta immediole coute 
{o}, stating the underlying 
cause lost. ie | 


DUE TO 


Zz PART, il. opie Lag i CONDITIONS CONTRIBUTING TQ DEATH BUT NOT RELATED TO Pau: ALDISEASE CONDITION GIVEN IN PART lol 19. WAS_ AUTOPSY 
2|Chronic ome with psychosis; Chronic a olism. ERFORMED? 
5 ves No] 
= [20a EXTERNAL CAUSE WAS . DESCRIBE HOW I RRED. fF injury i item 18, 
| 20g aOR S WAS 20 IBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part Il af item 18.) 
& | CAUSE OF DEATH. 
3 | 0c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED [20s. PLACE OF INJURY (Home, Form, “120. (City oF town) (County) (Stale) 
6 Hour 9. m. While Not white factory, street, office bldg., etc.) 
= p.m. wp at work [] ot work [[] H 
21. I certify that | took charge of the remains described above, held an Autopsy {{], Inspection [7], Inquiry [7], and find that 
death resulted fram: Natural causes FE], Accident [1], Suicide [], Homicide [[], Undetermined cause [7]. 
~~ 
DATE SIGHED 
aerua fa [ ip, CHIEF MEDICAL EXAMINER [-] 
ASSISTANT MEDICAL EXAMINER [7] ie SY, ie 
EXAMINER'S, 
NAME (Tyee) James T. Marsh, M.D. DEPUTY MEDICAL EXAMINER ET 
2a. BURIAL, CREMATION, [ 225. DATE ray Me, aes OH CEMETERY OR CRE Zid. eK ee oF 60 ee 
REMOV, 
GORA L| / 0 Jb|/DoKenAd) WE th Lyanre 


s FUNERAL D! yr OP ‘ADDRESS, ; ey REGISTRAR'S SIGNATURE 
WIEVA7 Line H90S VoR 2 a SAR 
= We Le ae 


® 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1€@ 1 66 
10963 CERTIFICATE OF DEATH 


ond | 


Reg. Dist. No. > 


<= os 
nh 2G ey in PACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If inition: Residence before admission) 

go me ° b. COUNTY 

fy! CARROLL Co mamas | MARYLAND BLL 162. £0 
£3 3 > b. cing cr Eo {lf aus rae fimits, write | ¢. LENGTH OF STAY IN 1b ¢, CITY OR TOWN (If autside corporate limits, write RURAL ond give Dearest town) 

Ss 3 and give nearest tawn| 

ase Y, Mtl STE FF fos ESTIM LM STEER 

2 a = d. nO nay {If not in hospital, give street oddress) d, STREET ADDRESS e. Ss} RAEN 

o eae m 

: P Li MLRELPNO Y/ PA RELANL ves] No [3 
2 3. baa? ce First Middle lost 4. nae Month Doy Yeor 

& (Type or print) STARK P MAUS DEATH CL VS 19 $6 


Pages 


tely Fill 


5. SEX éj a LY RACE ]7. MARRIED [ZPREVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER ? YEAR] IF UNDER 24 HRS. 
lost elroy) ; 
FEMAE| H/T \wouwwQ wood | SEPT , 9/7 5g ea 


10a. USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. Taree {State or foreign country! 12. CITIZEN OF WHAT COUNTRY? 
during most af warking life, even if retired) 


a 


Gvrs ofter death. 


ECTML 2, 1, dS. AF. 


13. FATHER’S NAME 4, MOTHER'S MAIDEN NAME 


EP WARP GLITTLE JESSIE STARR. 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= CHAS, 4. MAUS Jyes MINSTER. Me, 


(Ves, no. oF unknown) Ut yes, give wor or dates of service) 
18, CAUSE OF DEATH [Enter only one cause per line for (0), me ‘and (¢)-] INTERVAL BETWEEN 


B ONSET AND DEATH 
PART, DEATH mwas caus ey 2 RE3RL Ane EUuRVS Pad ~Keep Lanz Larned ae Se 
DUE TO 


Conditions, if any, which 1 
gove rise ta immediote 
covse (9), stoting the under- 
lying couse lost. 


a 


. Then please remave carbon px 


oe ta burial, cremation, or remaval, and in any event wi 


a Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1}]19. WAS AUTOPSY 

5 ves] No[ 

& (200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 

& | OR CONTRIBUTING D] CAUSE OF DEATH 

G | (IF EITHER, NOTIFY MEDICAL EXAMINER} 

& ]20c. HME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED — |20e. PLACE OF INJURY {Home, form, | 20F. (City or town} (County) {Stote) 

Be es aibel hits __ Heke: foctory, street, office bldg., etc.) | 

= pm. 19 [ot work [] ot work J H 
21. | certify that | attended the deceased, from L004 2. ___, 192. ee, te. Céc ., 199 Gethat | lost sew the deceased 
alive on Sy ae Se. and that death occurred at_. CER from the causes and an the date stated above. 


t~ Cet ADDRESS (Street, city ar town, stote) DATE SIGNED 
/ AS erga ho lO 
Soe Beil aif i ks tt ; 
2 ez. G, 4 DERS CEMIETEY RURAL U/FLIMl Tze 
F Ak ‘2as. RECD BY RecA Mb. REGISTRARS SIGNATURI 
vB _, Yledittorrt. 7004 1 PY ERAS ee 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 


ry 
= 
A 


om 


\ 


he Funeral directar, 
jould be filed with 


filled 
ages 1 ar 


cam; 
pope 


jeath. 


ici al 
vé"Carl 
fred d 


yi 
be) 
hours of 


e 


Then please rer 


te hos been signed by the attending 
burial, cremation, or removal, ond in any event within 72 


letached for use os the buriol-transit permit. 


> 


ined by the hospital ar attending physician. 


IRECTOR: After this certifi 


may be fais 
UNE! 
ge 3 sha 
Istror 


a 


ine regi 


~ 
° 
oo 
oS 
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“ 
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oo 
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os 
° 
© 
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2 
x 
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© 
= 
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oe 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 0 1 6 7 
10189 ——cerTiFICATE OF DEATH ages 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission} 
a. COUNTY a. STATE 


b. COUNTY 
Carroll eee Maryland UN’ Balto.City 
, b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
RURAL ond give neorest town) 
Sykesville $.326days Baltimore 


d. NAME OF HOSPITAL (if not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


Springfield State Hospital Uninown ves (] NoX] 


3. NAME OF First Middl t 4. DATE ¥ 
DECEASED a aes Lost Month Boy. = 


(Type or print) George Virgil MAY State «= October 26 5 19 56 


5. SEX 6. COLOR OR RACE |7. maRRIED [[] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In per IF UNDER} YEAR] IF UNDER 24 HRS. 
# 
Male White wiooweo [Ko bIvoRceD [] Unknown AL 3 yn Beg [eta Hae g 
10a. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Unknown - Unknown USAe 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


John May Clarenden 
1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT Address 
Tes. no, oF unknown), {IF yes, give wor of dotes of vervicn) Ps “a 

No - Springfield Hospital records 


1B. CAUSE OF DEATH [Enter only one cavse per line for (0}, (b}, and (c).) INTERVAL BETWEEN, 
PART I. Wi : 
RT ABOEAT ee Bilateral bronchopneumonia Weebts 
i DUE TO 


Conditions, if any, which 
gove the te immediate 
couse {0}, stoting the under- 
lying couse last. (J ¢ » { 
ARTI], OTHER SIGNIFICANT CO! INS. ITRIBUTING TO DEATH BUT NOT,RELATEQ TO THE TER! \L DISEASE IDITI GIVEN IN PART 1(a)|19. WAS AUTOPSY 
g BY 238508 ated ween efetatbarce, ot metabo ian with peagie BES "atSe'ss rerronmene 
with ‘psycho Se 


¢ reaction. - Central Nervous m Syp ves] Nox] 


20a. ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
((F EITHER, NOTIFY MEDICAL EXAMINER) 
2c. TIME OF INJURY Month, ay, Year | 20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, form, | 20F, (City or town) (County) (tate) 
Hour 0. 1, White Not while Kesey isheel settee, Bldg. i6tc) 4 
p.m, 19 lot work (] at work [] H 


21. | certify that | attended the deceased from__September 3019. 5h, to October 26, 19.56 thot | tost sow the deceased 


alive on_ October 26, 1256, and that death occurred ot_21:53 » fram the causes and on the date stated abave. 
: ADDRESS (Street, city or town, state} DATE SIGNED. 


Springfield State Hospital 10/26/56 


MO. aa tech een on a, Peer en ana memnwwne wenn nne en ----- == ne ee ene. 


Kantives,_ Walther H, Sonnenfeldt, M.D 
2a, ele Aiba ae ‘Z2b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {State) 
a Fd e - 
Rig [Oct 14/56 | Onk Lavn Cem. BaeTimore Mi 
MERAL DIRECTOR'S ea o r,) 2éa. REC'D BY REGISTRAR | 24b. REGISTRAR'S’SIGNATURE 
KL : (gq p g— | vate 
ra EAM KB LY A 


J 4 4 
5; 


MEDICAL CERTIFICATION, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 a 10 168. = 
10181 CERTIFICATE OF DEATH ee 4 


ee 

3 ; Ve ae, * pei tae la (Where deceased lived. If institution: Residence before odmission) 

Hy o 

52 Carroll MARYLAND Maryland PCOUNY Balto scuty 

3 r b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 

é RURAL and give nj 1 town) 

3 xX Sykesvilie 6mos 3 20days Baltimore yar 

3 d. Ae nee (tf nat in haspital, give street address) d. STREET ADDRESS e. bas 

. s pringfield State Hospital 902 Belgian Avenue ves [] NO 

be 5 3. NAME OF Fint Middle Lost 4. Date Month Doy Yeor 

ie (ype or prim) Mary Gloria Calhlo DaCosta MONTEIRO batw October 31 19 56 


9. AGE (In years 


by caname Months| Days | Hours | Min. 
yn. 


ra 


5. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED ‘Hil B. DATE OF BIRTH 
Female White wioowen ] —soovorceo] | April 6,1869 


Wo. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY 


Ps IN (G ‘ 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

= ring most of, working life, even if relired) i 

g ousewife - Portugal -azorelIslands 2ameeab©u.S.A 
I 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Jose Ca@hlo daCosta Francisca Amelia Lopes 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, no. of unknown) Of yes, give wor or dates of service) 
No - Springfield Hospital records 


18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (c).] 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave corbon papers. 


PART EAT AS teaver io. __Arteriosclerotic heart disease ears 
YA 3 OUE TO 
Condilions, if any, which w__Generalized arteriosclerosis Years 
¢ to immediate 
|, stoting the under- Bve TS 
lying couse lost. ( 


Iymphadenitis. C.B.S.associated w. irculatory disturbance w: ? 


Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TetsNanoSe ge CoN EN IN PART W(o)|19. WAS AUTORSY 
yes] NO 


jis certificate has been signed by the attending physician and camplet 


‘hed far use os the burial-transit permit. 


RECTOR: After thi 


ve 

ce} 

= 

UL_Lcerebral 4 Q osis,with psycho rea on 

= ]200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
& | OR CONTRIBUTING C) CAUSE OF DEATH 

© | UF EITHER, NOTIFY MEDICAL EXAMINER) 

ss a 

& [20 TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, | 20F, (Cily or town) (County) {Stote) 
ra} Hour on. While Not while foctory, street, office bidg., etc.) | 

= pom. 19 fat work [] ot work] H 


© _31_, 1929 that | last saw the deceased 
2AM, fram the causes and an the date stated above. 


ADDRESS (Street, city or town, state) DATE SIGNED 
My, Springfield State Hospital __10/31/56 


21. | certify that | attended the deceased from... ADPLL Als _.. 1956_, ta_Oc 
alive on_Ochober 31. ___, (cs Tee, and that death occurred at__ 822 


Me 


ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Page 4 
rial, cremation, or remavol, ond in ony event within 72 haurs 


by the hospital or attending physician. 


4.2 a men me ar eeewnene: even ait nin ahenan irene a 
Da 
#222 NaMe(tyes)__Walther H, Sonnenfeldt, “M.D. _—-__‘Sykesville, Maryland 
Fa a? fe e Zo. BURIAL Epon. ‘Wb. DATE THEREOF ‘Zac. NAME OF CEMETERY OK CREMATORY Wd. LOCATION (City, town, or county) {Stote) = 
Si HPA [nov "2 105 woterse Conotory itew orieans, Le, 
- & 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS da. REC'D BY ‘db. REGISTRAR'S SIGNATURE 
Ys A15 (4) John A. Moran-3000 E. Baltimore Street bAres) i LY. 
15M 97: iy Bartel “akties 


*e 


1 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 101 §9 


10182 CERTIFICATE OF DEATH neg. inte? /- 


Pa 5 5 1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceosed lived. If institution: Residence befare odmission) 
& ct ar Carroll marvuano |} °°" Varviand ONT Carroll 
ry = b. Geena BLE aiiids betas fimits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
( My] ruraf WestntAster life rural Westminster x 
aS ee da. Draped ane lial (If not in hospital, give street address) d, STREET ADDRESS e. 5 TCM 
cd A Firs # 6 R.F.D. # 6 YE no 
= 6 3 NAME OF First Middle lost 4. DATE Month Bey, Year 
2 (ypeorpriny) JOHN Ernest Buckingham Nelson beatH §©=6O cttober 15 19 56 
a . SEX 6. COLOR OR RACE | 7. MARRIED [NEVER MARRIED Oo B. DATE OF BIRTH 9 one {tn yeor ue 1 YEAR| uN 24 HRS. 
g Male White |moowec]  oworeeot] | October 29,1873] “Ban. [Mem] Por | Hoe] Me. 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working fife, even if retired) 


Farm Owner Farm Carroll County, Md. USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
William Burgess Nelson Rachael A. Buckingham 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. | 17. INFORMANT Address 
9 no we = | 217e28e @ Mrs. Agnes G. Nelson Re. 6 Westminster 


18. CAUSE OF DEATH [Enter only one cause pertine for (0), {b), 


d()] 5 INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: e 7 Sr V LweL poche aa) 
IMMEDIATE CAUSE (0 VA Lo q 


ft 4 DUE TO ~f,0 
Conditions, if any, i a oO la a ; z ¥—- 


i i i Xf ae 
gove rise to immediolte DUE TO CF a g Hf a 4 P 
Fiacls Suet aay 


cove (0), stoting the under- 
lying couse lest. el j 


Then please remave carban papers. 


rial, crematian, or removal, and in any event within 72 haurs ofter death. 


pat eh aes 


a= 
RIBUT 


A o —— 
7 "ant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO JHE TER DAS. WAS AUTOPSY 
f cer PERFORMED? 
z G> ves] NOT] 


Lj 
200. ACCIDENT WAS UNDERLYING D 20 ut p SCRIBE HOW INJURY OCCURRED. (Enler noture of injury in Pgrt | or Port I of item 18.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED ~) |20e. PLACE OF INJURY (Home, form. | 20F. (City or town) (County) {State) 
Hour a.m. While Hatodhies Foctory, street, office bldg., etc.) s 
p.m, 19 lot work [] ot wort) [J i 


21.3 certify that | attended the deceased fronj7 fat Be S_, 19. 5@, to. CoA AS, 19.5-&.that | last saw the deceased 
alae e+ 4 os, 4S, we ~/fand thaf death occurred otZ2 557M, fram the causes and an the date stated abave. 


MEDICAL CERTIFICATION 


ached for use as the burial-fransit permit. 


* 


ADRESS (Street, city or tofn. state) DATE SIGNED 


CTOR: After this certificate has been signed by the altending physician and cample 


d by the haspital ar attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs ofter di 


. ACTUAL l 

p32 . SIGNATUR MO. ue: estate Ole 

®: & / 
by é . -- 

eee anette 7 Ws Ge Spei€her M.D. _135_E. Main St. Westminster, Maryla 
Bee To. BURIAL, CREMATION, 2b. DATE THEREOF Tac. NAME OF CEMETERY @AMGREMAIGRE® Zd. LOCATION (City, town, or county) (State) 
eS: Burtar” | 10“17656 Westminster Cemetery |Westminster, Maryland 

ed 


VS ANS (4) 
15M. vs 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE a 
John R. Byers Westminster, ya DATE hd re Pai eee 


—— 
sos 


$A NVAUNG 


7 lA Dares 


) 


1 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 { 0 1 4 0 I 
1078 CERTIFICATE OF DEATH Nt 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


0. COUNTY CNiale MARYLAND 0. STATE b. COUNTY 
DELU e Md. 


b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


RURAL ond give nearest town) 


we! kesville Sykesville 
: hi Yd. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS e. is RESIDENCE 
“a OR INSTITUTION 19 ON A FARM? 
id xi pts Deare R. F. D #2 uals not 
£6 3. NAM Fint Middle ey 4. DATE Month oy 
DR DECEASED OF 
35 (Type or print) /h BE HELEN Boi: vim DEATH 16 19 wos G 


9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost bithdoy) ie 


& 5. SEX 6 COLOR OR RACE |7. MARRIED [EYRIEVER MARRIED [] |® DATE OF ae 
; Ld wipowen [J pvorceo(] | May 9, 1908 


Hours Mi 
& Wo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY} 11. BIRTHPLACE (Stole or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
g Py during most of working fife, even if retired) 
« t Housework at_home Md. 
3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
8 . <; 
° Eugene Dorffner Caroline Myers 
°Q 15. WAS DECEASED EVER JN ULSSARMED FORCES? | 16. SOCIAL SECURITY NO. | 17, INFORMANT Address 
— [Yet, 10, oF unknown) | CF yes, give wor or dotes of service) 
A no Mr. Harvey M, Quimby ~ R 2,Syke sville 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one cavse per line for (0), (b), ond (c).) INTERVAL BETWEEN 


PART |. DEATH Was CAUSED BY? AR Di Ac PELesT Corony Thro mm Boss , 


aed 


= ‘ DUE TO a 
itians, if any, which ui Me Der Denson) Chir eHosB o be) SA! & 
me imngsiee DUE TO 
tying aoe Tt a Vien Tes » Awe me: 19 OcTS% 


ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after deoth. Page 4 
rial, cremation, or removal, ond in ony evgnt within 72 hours ofter death. 


& After 


£ 

& 
eh 5 
285 a Past ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)]19. WAS AUTOPSY 
Zot ie 
ego. oni yes [] NOL] 
Po E | 200, ACCIDENT WAS UNDERLYING C]__ | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 18.) 

E | Or CONTRIBUTING LJ CAUSE OF DEATH 

Eos © | (iF ETHER, NOTIFY MEDICAL EXAMINER) 
O58 G |20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20. PLACE OF INJURY iHome, form. {204 (City or towa) (County) (tote) 
6.28 ray Hour 0. f, While Not stile foctory, street, office bldg., vis 
32? = p.m. fot work [_] of work 

Q 

2° 
sé 21. | certify thgt | attended the deceas ely - YAS. ,that | last sow the deceasec! 

3 
ri 3s ative on____. (cA ware ae, and that death accurred ae M, fram the causes and an the date stated obave. 
> 
-) 


ADDRESS (Street, city or town, stote! DATE SIGNED 
eoNat BEY 4 


. AK. nt Svkesuile,mb LL OL3b 


eget as SIGNAT! leona 
S: 
_ ee PHYSICIAN'S 
Seg2s NAME (Type) i 
ecsss Soe ee eee 
4 se git No. SURIAL CREMATION, ‘2c. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) {(Stote) 
2 peci 

a g2 rig. 6 and Cen 1arro 
ee 23. FUNERAL DIRECTOR'S SIGIR j ° Katty ae 2a. REC'D BY eat ab. 9 va NATE 

VS ALS (4) e. Zi 

Bays) as AY 8; Me, 


ae 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 i 0 1 7 i] 
es MEDICAL EXAMINER’S CERTIFICATE OF DEATH 
Saude DARA Reg. Dist, No. 
g BNE 7 PLACE OF DEATH 2. USUAL RESIDENCE {Where dececsed lived. If Institution: Residence before admission) 
°. - : ‘ 
aoe Carroll Count marvano || ° STE Maryland b. COUNTY hiontgoméer: 
: > 3 x b. cry jas oe ‘corporate limits, write RURAL ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give neorest town) 
3™ : Sykesville 10 months Gaithersburg / 
i \ . in i ji d. STREET ADDRESS e. 1S RESIDENCE 
4 “3 ( a ON _A FARM? 
> JN ip y ] yess) nok 
3 3 5 g 3. NAME a : i (H ARMAN Yom lost Month Day Year 
> Boo ype or print William Homer ORME October 10 19 56 
es ; 5. SEX 6, COLOR OR RACE |7. MARRIEO [] NEVER MARRIED [7]| 8. DATE OF BIRTH 9. AGE (in yeou [IF UNDER 1YEAR| IF UNDER 24 HRS. 
Se a Bias) Month| Days | Hours | Min. 
ote M W wipowen fz] owvorcto] | 9/22/66 90 yn. 
o ‘s = 100, USUAL OCCUPATION kind of work done] 106, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
oon ! during most_of working life, even if retired) 
See Yardman 4 LtHthe — Maryland USA 
ip’ 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
-Ew 2 : 2 
gu 8 wit William H. Orme uniuwen Rebecca M. Kin) 
: : : sess a“, 
ee J os. ne, OF unknown} IHF yes, give wor oF detes of , 
= unknown -80 ringfield State Hospital records 
Ps 18. CAUSE OF DEATH [Enter only one covte per line for (oh, (B). ond fe. i INTRA RETWEEA 
PART I. TH Wi D BY: 
E a iy IMMeniate- Cause fo) _Hypostatic Pneumonia days 
te d omen 


Arteriosclerotic cardiovascular disease r 


gove rise to immediote coure’ 
{0}, sloting the undertying 
couse lost. 

PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a}|19. besa aye 


Chronic brain Fran ee associated ne Bee disturbance, with 


: Page 3 should be used as @ burial-transit permit. 


Conditions, if ony, = (b} 


fstauts h ns en yvesC] not 
200. EXTERNAL CAUSE WA 20b. DES RIBE HOW INJUR Fre f item 1 
Peiaaey ier CAUSE WAS ax ved E HOW INJURY OCC! ot (ene noture of injury in ai Jor Part 11 of item 18.) 
Sees Patient fell to floor 


MEDICAL CERTIFICATION, 


2c, TIME OF INJURY Month, Ooy, Year 20d. INJURY OCCURRED |200. PLACE OF INJURY (Home, Hell H 20. (City or town) (County) (Stote) 
Hour White Not while, Festecyratael; eftie\biag., wc} 7 
10/4/ 166 |orwor[] orvork EI/Springfield Hospital §$ kesville Bar ol Md. 


21.1 es a | took charge of the remains described above, held an Autopsy [_], Inspection XJ, Inquiry [XJ], and find thot 
from: Natural causes [7], Accident [3 Suicide 1], Homicide [], Undetermined cause []. 


te, writing the ward ‘pending in pencil in Item 18. Give Pa 


fa the Chief Medical Examiner's Office alan: 


‘dl 


EDICAL EXAMINER: This certificote shauld be executed within 24 haurs after deoth. 


3 2 M.p, CHIEF MEDICAL EXAMINER [7] ee 

5 2 e ASSISTANT MEDICAL EXAMINER oO 

Bee 
Broke Raters Temes T, Marsh DEPUTY MEDICAL EXAMINER EZ} October 11, 1956 
ry 2 s5 £ Ro. reo Figen 2b. DATE THEREOF ‘22c. NAME OF CEMETERY OR CREMATORY ‘2d. LOCATION (City, town, or county) (Stote) 

9 
oe at” loct. 1,19 Mount Olivet Cemete Frederick, Maryland 
23. ur. DIRECTOR'S SIGNATURE ADDRESS 24a, REC'D BY REGISTRAR 24d. REGISTRAR’S SIGNATURE 


“wore? \\ LMeR. Etchison & Son, Frederick, Maryland oat /b-/3- SB | Co bette; 


4 A fivauna @ 


oc6t ST 100 


Oy asoav 


oma 


e funeral director, 


% 


ages | an: 


‘ould be filed with 


id cam, filled 
Then please remave carbon papers 


burial, crematian, ar remaval, and in any event within | Megs death. 


stransit permit. 


c ing physician. 
IRECTOR: After this certificate has been signed by the attending physician ani 


ed by the haspital ar atte 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death? Page 4 
ge 3 sifoul 
je registrar 


# 


VS A15 (4) 
15M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10172 
1 012 CERTIFICATE OF DEATH Reg. Dist, No. 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased fived. If institution: Residence before admission) 


©. STATE Maryla’ nd b. COUNTY ant gomery 


o. COUNTY 
Carroll County MARYLAND | 
¢, CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


\ b. CITY OR TOWN (If outside corporate fi ¢, LENGTH OF STAY IN Ib 
7 Mos. Silver Spring 


RURAL ond give nearest town) 
d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS e. I$ RESIDENCE 


Sykesville 


OR INSTITUTION ON A FARM? 
Springfield State Hospital 601 Hermeleigh ves] NOK] 
3. NAME OF First Middle Lost 4, DATE Month Ooy Yeor 
DECEASED 
{lype or print Maggie Lee Reid beara October 15 19 56 
5, SEX 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


Female White |wioowenpy  ovorceoQ | 12-11-70 ee Boer or 


10g. USUAL OCCUPATION (Give kind of work dane| 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of warking life, even if retired) 


Housework Virginia U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Lee G, Reid Hulda Fairfax 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, n9. oF unknown} {IF yes, give wor ot dates of vervice} . 
No = aa Hospital Records 
18. CAUSE OF DEATH [Enter only one couse per tine for (0), (b}. ond ©] INTERVAL BETWEEN 


ONSET AND DEATH 


PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


& sc DUE TO 
Conditions, if ony, which (0 
gove rise to immediote 
cowse (0), stoting the under. { CUETO 
lying cause last. ( 
Aring couse: Test, 
4 Past i OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}/19. WAS AUTOPSY 
: s ves PQ No] 
© [200. ACCIDENT WAS UNDERLYING C]__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Port I! af item 1B.) 
& | OR CONTRIBUTING CI CAUSE OF DEATH 
& | (iF BiTHER, NOTIFY MEDICAL EXAMINER) 
A 20c. TIME OF INJURY Month, Doy, Year | 20d, INJURY OCCURRED 20e, PLACE OF INJURY (Home, form, ; 20f. (City or town) (County) (Stote) 
a Hour a. m. While Not while foctory, street, office bldg., etc.) | 
4 p.m. 19 jot work 1 ot work ' 
2). | certify that | attended the deceased from. 3-16 ....____, 19.56, to. 10215 , 19..29.,that | last saw the deceased 
alive aon____ == 0 =15, fee ee = pee and that death occurred at 1330 PM, from the causes and an the date stated above. 
ADDRESS (Street, city or town, stole) DATE SIGNED 
ACTUAL -15- 
SeNitun no. .._Springfield State Hospital ___ 10-15-56 
PHYSICIAN'S 
nae ite Cortrud Sonnenfeldt, M.D. ____—__ Sykesville, Maryland. a-cccccccscsasncnenen: 
‘Zo. BURIAL, CREMATION, ‘Zc. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, ows, ar county} tote} 
PEROYAL (Specify | 79 L A pO MO. 
LEZ Loopy Lack LTT ULL, Ow 
23. FUI we SIGNATURE ADDRESS 40. REC'D BY REGISTRAR | 24b. REGPSTRAR'S SIGNATURE 
i 2 , 


hla, : @) L7 L0H |e A | Te tt 


MARYEAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10 17 3 
/ « 
1018 CERTIFICATE OF DEATH wile 


1, PLACE OF DEATH 2 Somes ee (Where deceased lived. If institution: Residence before admission) 
°. b. COUNTY 
arro, Q Laila iaryland St. Mary's 


8 
b. CITY OR TOWN (If outside corporate limils, write Peel ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town} 
RURAL and give nearest town} é 
Suke ; A3yrs,6mo,8dyjs Rural - Hollywood, Fishing Point ~ 


d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON _A FARM? 


yves(] No] 


3. NAME OF il i tost 4. DATE Month Day Yeor 
DECEASED 


OF 
(Type oF print} Say OEATH October 19 56 


5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED SE] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER | YEAR] IF UNDER 24 HRS. 
lost birthday} Days | Hours] = Min. 
Male White wiooweo [] _bivorceo [] unknown 280 ys. 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most af working life, even if retired) 


nine unknown USA? 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
unknown unknown 


16. SOCIAL SECURITY NO. ]17. INFORMANT ‘Address 
{¥es, no, oF unknown) (It yes, give wor or dates of service) 
( nknown Springfield Hospital records 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (¢)-] INTERVAL BETWEEN 


ONSET AND DEATH 
ceU ETN COLATE cEEe fo Arteriosclerotic Heart Disease 


4y DUE TO 


Conditions, if ony. which ) 
}O' i 1 i diate 
gove rise to immedia Bu TO 


co¥se (a), stating the under. 
tying couse lost. c) 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0} 119. ee 


nizopnrenia yes] Nott 


200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Port II of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED | 20. PLACE OF INJURY |Home, form, | 20f. (City or town) (County) {Stote} 
Hour 9. m. While. Not while foctoty, streel, office bldg., etc.) | 
p.m. 19 Jat work [1] ot work [7] i 


21. | certify that ( attended the deceased fram.____ July_1,__, 19.40., ta. 
alive on__ October 4, 195619, and that death accurred at.. M, fram the causes and an the date stated abave. 
ADORESS (Street, city oF town, stote) DATE SIGNED 


SeNaTu MO. oe 10/5/56 
Nanette) Walther H.-Sonnenfel4t, M.D. 


aur Zab. DATE THEREOF ‘Zc. NAME OF CEMETERY-OR-CREMATORY — Td. LOCATION (City, town, or county) {Stote) 
e a A 5 y dlnel Y ured l Oh, 
pW ohcuntak lag UW .cf Wed . ore Q CrP / a . 
23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS Ub. REGISTRAR'S SIGNATURE / 
fet 5 40 C Mey A) 


be filed with 


after death. Page 4 


led in 
es land 7 


7 


softer death. 


rial, crematian, ar remaval, and in any event within 72 hy 
(~ 


Then pleose remave carbon papers. 


ronsit permit. 


After this certificote has been signed by the attending physician and comple 
MEDICAL CERTIFICATION 


hed far use as the burial 
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CTOR: 
ui 


the registrar prior 


TA! 
e ret 
ERAL 

rage 3 shauld b 


< TO HOSPI 
t 


BE 
2, 
es 


al | 


190 


in 
13 
aul 
J 


Ast 
Jah 


mall 


tor, 


fired! 


funeral dit 


e 


% 


ificate be executed within 24 hours after death. Page 4 
y filled 
ages 1 anil 


IRECTOR: After this certificate has been signed by the attending 
be detached for use os the bur i 


, 


may be retained by the hospital or attending physician. 


< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certii 
TO FUNE! 


* 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10,174 
10187 CERTIFICATE OF DEATH shoe a Va 


2. USUAL RESIDENCE (Where deceased lived. IF institution: Residence before odmission) 
% b, Cour "YZ y 
faa L 
c. CITY OR TOWN (If outside corporote limits, write turaLon give neores! town) 


DALON BR) DEE 


d. STREET ADDRESS 


1. PLACE OF DEAT) 


=. ers 7 4/e ROL re MARYLAND 


c b. CITY OR TOWN (If outside corporote limits, write |e. LENGTH OF STAY IN 1b 
k ij } RURAL and give nearest lown) 
— J XWin RR/D GS 


d. NAME OF HOSPITAL (If not in hospitol, give street a 


e. tS RESIDENCE 
ON A FARM? 


INSTITUTI “ 
OR SETA ie. Si, LIGHINER Ss 7 ves CJ No Z- 
s, ey ead First Middle Lost £ 4. DATE Month Doy Yeor 
tees LT AFL MARIE SCHEV | Sam@07TIBER 29 wEh 
8. DATE OF BIRTH 9. AGE (In yeors tf | De J YEAR] IF UNDER 24 HRS. 


lost birtbdoy) 


fDs OF “yes. 


‘Snsen: 6. COLOR OR RACE |7. marrieD [NEVER MARRIED [] 
bf = |wivoweo [] Divorced [7] 


Min. 
fi00. USUAL OCCUPATION (Give kind of work done]10b, KIND OF BUSINESS OR INDUSTRY 17, BIRTAPLAGE {(Stote or foreign country] 12, nie OUNTRY? 
ducing most of working life, even if retired) : oS. 
HOoUSF a HOME KANT Z p) 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


ROY SO, sm /TH WEEE WILLARD 


3 WAS clans veg U.S. ARMED ome oe SOCIAL SECURITY NO. |17. INFORMANT Address 
fainace, tre "yeu give vere’ ook ef uation > oe 
= z ; 
> Alt [Ve as AF 024 HM SEA Ga Ald IBGE Q 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and ()-} INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: tee gis) DEATH 
IMMEDIATE CAUSE (o} 


74? DUE TO 


Conditions, if any, which 
Qove rise to immediate 


erent {yg ty) 


couse (0), stoting the under ( OVE TO 
lying couse lost. fe 


Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. Sasa rst 
yes [] NO" 


20a. ACCIDENT SEP NCERLYING 1) Bia ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING (J CAUSE OF 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20F, (City or town) (County) (Stole) 
Hour a.m. While. Not white foctory, street, office bldg., etc.) iH 
pom. 19 fot work [J] ot work [J ‘ 
Led “ 


21. t certify that | gttended the deceased fram,_..__....-_______. » 19s . 192_Szthat | last saw the deceased 
alive on__. a 5 We, and that death accurred L552. AM, ioe aw causes and an the date stated abave. 


SONATURE SCL. ag Oe ie Lo of afk 
Nak try Lawl Ce 4M AAS 


NAN . 
[720. BURIA [ehrorbe MATION, Wii DATE THEREOF Be. ie OF CEMETERY OR CREMATORY Zid. LOCATION (City, ‘town, or county) (Stote) 
Q Spec , = 
A EW Wd 
f) y 


do, REC'D BY REGISTRAR 
ae 
bate /Z “ 


MEDICAL CERTIFICATION, 


~ 


(8 °A Ava 


SS6T 3» AO 


ow 


¢ Funeral directar, 
id be fited with 


Rs 1 and! 


filed in 


se remave carbon papers. 
fter death. 


cate has been signed by the attending physician and camplet, 
Then p 


far use as the burial-transit permit. 
rial, cremation, ar remaval, and in ony event within 72 


SICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


fe registrar pri 


TO HOSPITAL OR ATTENDING PHY: 


bagi nite etc HEALTH—BALTIMORE, 18 1 0) 1 Fh 5 
em 1¢ mGcoS ~2e= > 3 
CERTIFICATE OF DEATH ae 


13 para he sige) A8 neon gical (Where deceased lived. If institution: idence before odmittion) 
o. ~ o. b, COUNTY 
wi } arro ' MARYLAND Maryland Washington 
b. CITY OR TOWN (If outside corporote limits, write c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
RURAL ond give neorest town) ia 
x Sykesville 3 Hagerstown 
d. NAME OF HOSPITAL (If not in hospital, give street dd d. STREET ADDRESS e. tS RESIDENCE 
OR INSTITUTION ON A FARM? 
Springfield State Hospital yes [] No 
3. bee First Middle Lost 4. Bare Month Day Yeor 
(Type or print) Gruber SHAFFER Death = October 15 19 56 
5. SEX 6. COLOR OR RACE |7. MARRIED [2] NEVER MARRIED [-] |8. DATE OF BIRTH 9. AGE (In yeors 1F UNDER 24 HRS, 
rs Ope! Months| Days | Hours Min. 
M W winoweD [} —sbtvorceo unknown 92 yn. 
1a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
/ during most of working life, even if retired} ‘. 
unknown Pte Maryland USA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Taylor Shaffer Sally Pompell 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT Address 
1¥e, no, oF unknown) [it yes, give war or dates of service! 
OL__unknown LA dhe Springfield Hospital records 


1B. CAUSE OF DEATH [Enter only one couse per line for (0}. (b}, ond (c).] 


PAT OAT eS WADA. Myocardial infarction 


¥ DUE TO 


INTERVAL BETWEEN 
ONSET AND DEATH 


Conditions, if ony, which w__Arteriosclerotic heart disease 


Qove rise to immediote 
cotie (0), stoting the under- ( OVE TO 


lying couse lost. io General arteriosclerosis years 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN !N PART ta) |19. WAS AUTOPSY 
Chronic brain syndrome associated with central nervous system, syphilis, | _PeRrormeD? 


meningoencenha h ho a on anerene o a eg ves) NO bg 


Os: 
200. ACCIDENT WAS UNDERLYING (| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury ia Port | or Port Il of item 18.) 
‘OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Home, form, | 20f. (City or town) (County) (Stote) 
Hour 0. m. While Not while foctory, street, office bldg. etc.) $ 
p.m. 19 fat work [7] of work [J , 


21. | certify that | attended the deceased from... Decewher_7 19.55_, ta October 15,, 19.58,that | lost saw the deceased 


alive on_____October 15, __, 1956____, and that death occurred at_12220PM, fram the causes and an the date stated above. 
Wop ADORESS (Street, city or town, stote) DATE SIGNED 


Zz 
Q 
z 
< 
2 
= 
= 
& 
& 
ts) 
= 
i 
rat 
3 
= 


(| )SeN Aton mo. .._.wpcingfield State Hospital 
PHYSICIAN'S 1 we . 
NAME (Type) __lalther H. Sonnenfeldt, M.D. Sykesville, Maryland 
To. MH ee ‘2b. DATE THEREOF ‘Zc, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) ,  [Stote) 
peci : 
burseL | 10-17-56 Rose Hill Cemetery Hagerstown, Md. 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Scott F. Minnich & Son, Hagerstown, Md. 


xX 


ot Y-/7-66 | Matted Lilg 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 Q 17 5 
10189 CERTIFICATE OF DEATH . 


ni 


lying couse lest. 


{c). 
Parr Il. OTHER SIG! er ek S CONTRIBUTING TO DEATH BU NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}]19. WAS AUTOPSY 


heen hrc 


20a. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port [ or Port Il of item 1B.) 
OR CONTRIBUTING LJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20e. TIME OF INJURY Month, Day, Year [ 20d. INJURY OCCURRED —[20e. PLACE OF INJURY {Home, form, | 20F. (City or town) (County) (Stote) 
Hour. m. While __ Not while focloty, street, office bldg., etc.) ! 
p.m. 19 ot work [] ot work [] t 


21. I certify thot | attended the deceosed from_.11=2 ._____, 1928, to____-10-31____, 19. 56,thot | lost sow the deceosed 
a ond tlic 205P M, from the couses ond on the dote stated above. 


Dist. No. 
= ge 
$. 7 ‘37 VY Sete a. bose ae chat (Where deceased lived. If institution: Residence before odmission) 
e “2 @. ©. STATE b. COUNTY 
eg 2 ) Carrell MARYLAND Maryland Montgomery 
= x] o oe] b. CITY OR TOWN (If outside corporate limits, wrile | ¢. LENGTH OF STAY IN Tb ¢. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
2 $ 2 - "4 RURAL ond give Tie: rove K -1 ti : 
2 Ss ; Sykesville, Maryland 27 years ensington : 
3 d. Prieto (If nol in hospital, give street address) d. STREET ADDRESS °. 5, be 
oO : om IN iM 
ENS 2g Spr netield State Hospital 108 Connecticut Avenue yes (] No PR 
g 
o ec 
. ee) 3. NAME OF First Middle Lost 4, DATE Month ry Yeor 
- DECEASED * 2 F 
& 35 (Type or print) Harriett Louise Shepard Siam October 3r 19 56 
cy 
= F S. SEX 6, COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED. ie§ 8. DATE OF BIRTH 9. eqn IF UNDER ao IF UNDER 24 HRS. 
= o Y Min. 
a Female White |woweof)  ovorceo] | 11-26-1881 ys. ee | 4 
3 3 ae 10c. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 soe during most of working life, even if retired) 5 
g oes | Housework Cag Washington, D. C. U.S.A. 
3 a 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
0 

eat Herbert L, Shepard Alice W. Ralph 
3 
= i 4 WAS DECEASED EVER'IN U. S. ARMED yess se 16. SOCIAL SECURITY NO, |17. INFORMANT Address 
i a fax, ne, of unknown) T wor of date 
8 » No. MT eee Sa | Hospital records 
ay ti: 
6 18, CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c). INTERVAL BETWEEN 
2 2 + ONSET AND DEATH 
cages PART !. DEATH WAS CAUSED BY: 
by 3 § IMMEDIATE CAUSE (o} 
5 ££ f DUE TO r 
£ > ee ff 
= Conditions, if ony. which " 
$ 8 gove rise to immediote 
= 5 cote (2), stoting the under. ( CUETO 
Tes 

€ 

3 

2 

2 


Babpe, Me - PL p ny Jo Anwt9 vSp3 NOC] 


riol, cremation, or removal, ond in any event within 72 ho 
MEDICAL CERTIFICATION, 


jot deoth occurred ot 


4 . ADDRESS (Street, city or town, state) DATE StGNED 
. pe ield Hospital 10/31/56 


Nametiyey Valdis Aizkrauklis “=== Sykesville, Maryland == ss. 


Tic. NAME OF CEMETERY OR CREMATORY ‘72d. LOCATION (City, lown, or county) (Stote) 
REMOVAL (Specify) 
buria 6 Glenwood Cemetery Washington,D 
23. FUNERAL DIRECTOR'S SIGNATURE appressWashington py D 5%. RECO BY REGISTRAR 4 pak 
VS, AIS The 5. H. Hines Company 2901 yeh Ste Josey o Cc i! ROLLED 


detached for use as the burial-transit permit. 


by the hospitol ar ottending physician. 


CTOR: After this cei 


7° 


id 


IERAL 
3 shoul 
rie .egistrar prio: 


moy be retai 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re: 


TO 


* 


» iy.) eran 


4 = AO < 
Drea e 


1 


ve carbon papers. 
s after death. 
~ 


72 he 


quires that the death certificate be executed within 24 haurs after death: Page 4 
Then pleos 


by the hospitol ar attending physicion. 
‘ansit permit. 


ial, crematian, or remavol, and in any event withy 


CTOR: After this certificate has been signed by the attending physician and camplet 


detached far use as the buri 


e 


e 


JERAL 
3 shou! 
We registrar prict 


may be ret 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low re: 
TO, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 é 
10180 CERTIFICATE OF DEATH i ia es TU 


is ) ¥ peep ie i 2 Roe ae (Where deceosed lived. If institution: Residence before admi 
- LAND oy , b. cl 1g 
al A fe oun Yat Maryland amie pany 
b. CITY OR TOWN (If outside corporate limits, write | c, LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
RURAL and give nearest town) ‘ . 
Sykesville 22 Qmos,liidys Barton | eae F 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADORESS e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
prinegefield ate Hospita ves [] No (i 
3. NAME OF First Middle low 4. DATE Month Doy Yeor 
DECEASED OF 
{Type or print) Annetta SNYDER pears = October if 19 56 


5. SEX 6. COLOR OR RACE |7. MARRIED [JENEVER MARRIED ["] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR[IF UNDER 24 HRS. 
Es ea Days Min. 
Fe White widowed [7] oivorceo [] 12/28/90 yr. 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) f = 
Housewife LL BA Maryland USA 
13. FATHER’S NAME 34. MOTHER'S MAIDEN NAME 
Jacob W. Michaels Ella Myers 


18. WAS DECEASEDEVER IN U, S. ARMED FORCES? O 17. INFORMANT Address 
{¥es, 10. oF unknown) (If yes, give war or dates of vervice) 3 
no Springfield Hospital records 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), ond (c).] 


rt Oe eS ERM, Myocardial Infaretion 


DUETO 


INTERVAL BETWEEN 
was AND DEATH 


Conditions, if any, which Arteriosclerotic cardiovascular disease 
gove rise to immediate 
cause (a), stating the under. { CUETO 


lying couse lost, w__Generalized arteriosclerosis 


Pant fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 10) |19. WAS AUTOPSY 
L ys . Lo . PERFORMED? 
Schizophrenia; Abdominal Hernia CUfes a#t ves) NOC 


200. ACCIDENT WAS UNDERLYING [] 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Pott II of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


f20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) {Stote) 
Hour 0. 1. While __ Not while foctory, street, office bldg., etc.) | 
p.m. 19 lot work [7] ot work [J t 


21. | certify that | attended the deceased from July 1, , 19.50, to._..October. 1] 19.56 that | last saw the deceased 


alive on____ October 10, __, 19,56___, and that death accurred at_ 6:45AM, fram the causes and an the date stated above. 
ADDRESS (Street, city or town, state) DATE SIGNED 


mo. Springfield State Hospital..lO/11/56_. 


Nawived Walther H, Sonnenfeldt’, ¥.D Sykesville, Meryhan 


To. SS een ‘Zib. DATE THEREOF Br al ‘OR CREMATORY 2d. TION {fity, town, or county) {Store} 
specify] i 7 J 4 cs 
Meter 106-14 -> (MAME. (stikiir Lot, SFr! 


2do, REC'D BY REGISTRAR 2 7 REGIST R'S SIGNATURE f. } 
or fo-H-$e | & ere at 


MEDICAL CERTIFICATION: 


@ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 0) 178 
49 CERTIFICATE OF DEATH Reg. Dist. No. va 


1 ee ela 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
. ut 


a a. STATE b. COUNTY 
: MARYLAND Maryland Garrett 
b. CITY OR TOWN (If outside corporate limits, write |. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neares! town) 


mga ion | 
WA ond gad Sykesville bince 11-25-59) Oakland 


_ 


lor, 


id be filed with 


d. STREET ADDRESS e. 1S RESIDENCE 
ON A FARM? 


‘s Spr@ngfield State Hospital Rural - ves (J No (J 
3. we i First Middle fost 4, poe Manth Day Yeor 
(Type oF print) James Hervey STIERINGER DEATH October 22 (1956 


5. SEX 6. COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED [EF | 8. OATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
4 lost_birthdoy) [Months] Days | Hours Min. 
male white |wroweQ oworceo] | June 15, 1873 SR i | a | ca 


10a. Pied sea ae kind + ee 10>. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
luring most of working life, even if retir 4 : : 
A Gormania, West Virginia | United States 


=| rs Y 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Jacob Stieringe: ary Harsh 
3 was baa si pct IN U.S. oe Mise 16. SOCIAL SECURITY NO. |17. peasy gecords of 4 H Address P 
fe. 10. OF unknown) Ot, give wor or datas of xervice} e 4 ie + 
e (Sol gniiowa pringfie ate Hospital, Sykesville, Md. 


18. CAUSE OF DEATH [Enter anly one cause per line for (a), (b). ond (c).] INTERVAL BETWEEN 


ONSET AND DEATH 
PART I. sy: s 
RTI. DEATH MPOIATE cause to Broncho pneumonia 


DUE TO 


Conditions, if any, which ») Mitral valve heart disease 
gove rise to immedion ( 


catse (a), stoting the under 2 
tying couse tost. gArterioscleros 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/ 19. “agi Sa 
Psychosis with senile brain disease (more than 2 years) yes Nod] 
200. ACCIDENT WAS UNDERLYING [] ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Port 1 or Port Il of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER; TIOTIFY MEDICAL EXAMINER) “ 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, 1 20f. (City or town) (County) {Stote) 
Hour. m. While Not while factory, street, office bldg., etc.) $ 
pm 19 lot wark (1) of work] ——— f . 


21. | certify that | attended the deceased fromganuary 19, 19.54, to. October _21.., 19.56. that | last saw the deceased 
alive on Octoher 21.__, 192.56, and that death occurred at.8210._AM, from the causes and an the date stated abave. 


e funeral 


| d. NAME OF HOSPITAL (If not in hospitol, give street address) 
OR INSTITUT! 


filed in 
sb and! 


Then please remave carban papers. 


permit. 


quires that the death certificate be executed within 24 haurs ofter de 


ate has been signed by the attending physician and camplet, 


nding physician. 


MEDICAL CERTIFICATION, 


€ 
3 
3 
3 
s 
‘S 
5 
8 
= 
g 
a 3 
= 
= 
3 
Fi 
° 
7 
> 
2 
5 
sE 
2 
= 
5 
8 
3 
€ 
2 
6 
= 
oy 
i) 
€ 
2 
bed 
3 
A 


e detached far use as the burial-transit 


by the haspital ar ai 
CTOR: After this cert 


@ 


. ADDRESS (Street, city or town, stote) DATE SIGNED 
$B Meat an Bn Springfield State Hospital 


PHYSICIAN'S 
NAME (Type) M 


+ 


be ret 

ERAI 

3 shav 
Mie registrar pri 


Ae 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re 


ed 


VS oy 


15M 97 Zz. LYCOAG 


q 
°K quran 
Eee 
aa a 


w Neo 


el 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 19 45121) 7 C 
"40.1.9 gAEDICAL EXAMINER'S CERTIFICATE OF DEATH : 


g s &§ Reg. Dis?. No. 
23 i 1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceated lived. If Institution: Residence before odmision) 
axp E Carroll marvuano || ° SATE Md, bcoNY Baltimore 
eo er b. CITY OR TOWN {it oviside corporate limits, write RURAL c. LENGTH OF STAY IN Td. c. CITY OR TOWN (If outside corporole limits, wrile RURAL end give nearest so) 
r es '§ ‘ond give neorest town} ‘ 
a Near Finksburg Reisterstown i eae 
g 5 1 hi d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d. STREET ADDRESS °. & RESIDENCE 
2 od 559 Main Street ves) Not] 
SE 5 : ; 
s Bs 2 3. fae eg First Middle Lost 4 Leg Month Year 
ze oa (Type or print) Benson H.Tawney dam  Oct.9, 1956” 19 
iz Fe) 6, COLOR OR RACE |7. MARRIED XY NEVER MARRIED [-]| 8. DATE OF BIRTH 9. AGE (ron cn TEAR] IF UNDER 24 HRS. 
—_ B iel 7 
4 ©; Male White |wiowO —ovorceot) [May 5,1880 a 
oo} 10s, USUAL OCCUPATION {Give kind of work done] 106, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (stele or Foreign country) 2. CITIZEN OF WHAT COUNTRY? 
win ae most bs working lite, even if retired) # 
$82 t Retired farmer Maryland U.S. 
in © 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ae William Tawney Mary Gerber 
on, g =" 15, WAS DECEASED EVER IN U; S. ARMED FORCES? [16, SOCIAL SECURITY NO. |17. INFORMANT 
ct ve wor oF dates 
re I ) Wor the a P16-05-5249| Virgie E. Toniey Re lgtacd oem, Md. 
° g Nees 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (e).] IRTERVAL Twit 
ao ——, — 
aL, PART | DEATH WS ERO CRASHING In Tury To @ HEsT= mp Mi 
ee t A DUETO Duucure, It awsre > LARM_ Lacxreanoy 
s iF ony, lies by “Te Steve srt 
¢ {0}, stoting the sedans DUE TO 
S cous lot te 


PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19. Was AUTOPSY 
yes(} NO) 


‘200. EXTERNAL CAUSE WAS. 20b. i: HOW INJURY OCCURRED. {Enter noture of injury in Port 1 11 of item 18, 
Psa peor Ee eohinsttine ner noture of injury in Poct 4 of Port Il of item 18.) 


CAUSE 
yi 


20c. TIME on INJURY Month, Day, Li 96d, INIURY ‘OCCURRED. ]200, PLACE OF INJURY (Hone form, 1 20F. {City or town) (County) (Stote) 
Hour While Not while. aa office eT we) | : Fat 
Oi) pe 19.SG |ot work (J ot work ‘Cn ' = é. 


21. I certify that | toak charge af the remains ce above, held an <r (1, Inspectian FAY, /inquiry [q. and find that 
death resulted from: Natural causes (], Accident 1, Suicide [], Homicide [J], Undetermined cause [[]. 


Z os 
CTUAI 2 DATE SIGNED 
Senay 2, ie (? : Mp, CHIEF MEDICAL EXAMINER [] 


ICAL EXAMINER: This certificate should be executed within 24 hours after deoth. 
MEDICAL CERTIFICATION 


cote, writing the ward “pending 
70 the Chief Medicol Examiner's Office clong wi 


, Poge 3 should be used os o buriol-tronsit per 


a 
a by , 
a: = ASSISTANT MEDICAL EXAMINER [] 7. of 
tal <Q cae! o a al 
52 8 g 2 a An DEPUTY MEDICAL EXAMINER] a Sas 
a225 a |, |22b. DATE THEREOF ec. SE a CEMETERY OR CREMATORY ‘22d. LOCATION (City, town, or county) (Stote) 
MO 
2 @ Oct 12/56 |Mt.Zion Baltimore Count ; 


& 
= 
z 
3 
oe 


23. “TONERAL “DIRECTORS SIGNATURE ADDRESS ‘24a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE a 
Srsiah at J.F.Eline & Sons,Reisterstown,Md. | J.F.Eline & Sons,Reisterstown,Md- lo to-10-Sh the c= ; 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1{) 1 S() 
019° CERTIFICATE OF DEATH at elie” eS 


om 


ce pa es 
3 3 1 bias aad A USUAL BESIDENGE {Where deceased lived. If institution: Residence before admission) 
g . °. b. COUNTY 
58 Carroll eee Maryland Balto, Ci 
5.5 ‘a . b. CITY OR TOWN {if outside corporate limits, write | c. LENGTH OF STAY IN Ib | ¢ CITY OR TOWN {If outside corporate limits, write RURAL ond give nearest town) 
32 e y ee ‘ond give negrest town) s = 
sa ykesvilie lyr..6mos ;2idays Baltimore ip 
d. NAME OF HOSPITAL {If not in hospitol, give street address) d. STREET ADDRESS. e. 1S RESIDENCE 
OR INSTITUTION, Ej ON A FARM? 
¥ Springfield State Hospital ho2 S, Washington St. ves NOK] 
a 6 3. NAME OF Fiest Middle lost 4. DATE Month Day Yeor 
35 {Type or print) Mary Valley WIDMARK bearh = October 2 19 56 


r | 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [} | 8. DATE OF BIRTH 9. AGE (720s iF UNDER 1 YEAR] IF UNDER 24 HRS. 
los ay thday] Deys | H A: 
4 Female White |wwowenQ — oworceoR] |Sept. 18, 1896 6B ym, ea] o 


7 
© 
bu 
& 
~ 
3 
a) 
3 
°o 
5 
o 
2 
= 
a 
oa 
L 
= 
ae 
? & ae 100, USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY {11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 83s / piss most of working life, even if retired) 
Eves ousewife - Maryland U.S.Ae 
& a 8 s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Ss 2 . 
e 3 ohn James Valley Delia -Macintire 
3 = = 3 2 a 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 
= a 5 (Yes. any unknown) {M1 yes, give wor or dater of service) © s s 
& 9fs lo - Springfield Hospital records. 
+ #¢ 
8 e gz I 18. CAUSE OF DEATH [Enter only one couse per line for {a), (b), and (c).] INTERVAL BETWEEN 
2 205 PART I. DEATH WAS CAUSED BY: pe eg? SATs 
geen IMMEDIATE CAUSE (o)_ BYOnchopnewmonia 2-3 days _ 
= Tete j DUE TO 
Sse J 
agers Conditions, if any, which _Rheumatie heart diseases 
$ BES gove rise to immediate 
3 baS “age {0}. ating the under, ( DUETO 
Gesud ying cause lost. {c) 
©Sc2S z 
3 3 i BL. Oo Pasy ll. OTHER Si FICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMIN. DISEASE CONDITION GIVEN IN PART1(a) 19. WAS AUTOPSY 
feos =|Calculus in bladder. chronie Brain Syndrome associated with intracranial TOREORNED?: 
2o828 ‘|S Linfection othe han syph Ss, with p ho eaction ves NoO 
Foogs © 200. ACCIDENT WAS UNDERLYING ()__ | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port or Port Il of item 18.) 
Zooex f& JOR CONTRIBUTING © CAUSE OF DEATH 
aggte © [IF EITHER, NOTIFY MEDICAL EXAMINER) 
Zoees & |20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY fHome, farm, | 20f. (City or town) (County) (State) 
5.295 mS Hour 0. m. While Not while factoty, street, office bldg., etc.) ' 
mig Eis i p.m. 19 fot work [7] of work [J H e 
Oases " 
zee =< 21. | certify that | attended the deceased fram.+ sthat | last saw the deceased 
£<e 22 
Par S $5 occurred rete} JAM, from the causes and an the date stated above. 
sees) . ADDRESS (Street, city or town, stote) DATE SIGNED 
Co) . . 
acre | wo. Springfield State Hospital 10/2/56 
za 
a 25 PHYSICIAN'S . 
Se2e NAME (type) Walther H. Sonnenfeldt, M.D, Sykesville, Maryland 
e ns Pn hich lt MO tt, a - 
e eal 
2 C 
° 22 Burial Q 956 New Cathedra Ba mo : and 
- 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY “OLR ‘2b, REGISTRAR’ } SIGNATURE 
2 1, ~ Wiad) / 
YEAI Lilly & Zeiler Inc., 03 S. Wolfe St. Aint 2 1956| Zhu Fow 


a # 


i 


# 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 = { () J SJ 
10194 CERTIFICATE OF DEATH 


+ 
a | 


Reg. Dist. No. 


a 
3 1 ao ee 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare odmission) 
ty a. °. ‘ b. COUNTY 
3 e \ Carroll MARYLAND Meryland Dorchester 
Bs M \ b. CITY OR TOWN (If outside corporote limits, write] ¢. LENGTH OF STAY IN Ib . CITY OR TOWN (If outside carporote limits, write RURAL and give nearest town) 

s is 5 RURAL ond give nearest town) . 
5 k Henryton 5 days Cambridge oper e 

u d. Se acai {If not in haspitol, give street oddress) d. STREET ADDRESS . pte 
ll Henryton Stste Hospital R.F.D. #2, Airey Road vés (] NoO) 
£6 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
Ue DECEASED» OF 

y (Type or print) James Young DEATH October Wh 1956 


oe 


9. AGE (tn years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
last birthday) Min. 


5. SEX 6. COLOR OR RACE 17. marRieO [7] NEVER MARRIED [1] | 8. DATE OF BIRTH 
Male Negro wiooweo [St oivorcen [] 2-7-86 yrs. 


10a. USUAL OCCUPATION (Give kind of work dane| 10b. KIND OF BUSINESS OR INDUSTRY ' . BIRTHPLACE (State ar foreign country) 


U 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


None Marylend USA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
3 Robert Boardley Emily Bosrdley 


; 16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
(Yes, no. oF unknown) {it yes, give war or dotes of service) 
Joe Unknown Harrison Yourd Cabridpe, Md. 


18. CAUSE OF DEATH [Enter only one couse per line far (a), (6). ond (c).] INTERVAL BETWEEN 


ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: (4 be 
IMMEDIATE CAUSE (0) [Ant rv0 i] 


DUE TO 
as, if ony, which ® ree 


gave cise to immediote 
cotse (0), stoting the under. ( DUE TO 


Then please remove corbon popers. 


. or removol, ond in any event within 72 hours ofter death. 
r 


Conditi 


ATTENDING PHYSICIAN: The law requires that the deoth certificote be executed within 24 He ofter death. Page 4 


£ 

& 
aes lying couse lost. a 
236 3 Past il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTOPSY 
> = E 
oe ) % yes [] NO’ ya 
Po2 = 200. ACCIDENT WAS UNDERLYING C]__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port Var Part Il af item 18.) 
ee Fe | OR CONTRIBUTING CJ CAUSE OF DEATH 
Ege & | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
SEBS & |20c. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) {Caunty) (State) 
a ko a Hour 0. m. While Not while foctory, street, office bidg., etc.) | 

at = pam. 19 Jot work [] at work CJ H 
Zu5s . F 
aes 21. 1 certify that | attended the deceased fram_Octe 95. oan r 19.56, toe. _... 19:98. that | last saw the deceased 
2238 0 4 
SS alive on__Octe Uy, 206 ___, and that death accurred at224 M, fram the causes and an the date stated above. 
= a ADDRESS (Street, city or town, state) DATE SIGNED 
a 


Mid Henryton, Md 


NAME (type) T,F, Vestal Henryton, Md, 


ACTUAL 
SIGRATURI 


* 


A 
ret 9 
RAL DIRECTOR: After this certificate hos been signed by the attending physician ond complet 


poge 3 should b 


TO HOSPIT, 
the registrar prior 


15M 9/55 


ie ‘ODRES; 24a. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE % 
VAs 0 itera, -~ Mlbeclohor, ont 1-95-56 Of hoodorre Aihara 


- 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 {[ULS< 
10185 CERTIFICATE OF DEATH 


—_ 


Reg. Dist. No. 7 


~~ cs 
2 = 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
2 os / 3 0. C Carroll x o. STAT| b. C 
- 35 ( Rj _varro NAC Maryland Carroll 
3 . g b. CITY OR TOWN {if outside corporate limits, wrile | c. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporate limits, write RURAL ond give nearest town) 
8 5 ky RURAL ond give mie town) 
2 5 X|__rural~-Westminster Life Rural--Westminster 
a q d. Ne {If nol in hospitol, give street address) d. STREET ADDRESS e. Lotsa 
o ; 
a: RD, 6-- Taylorsville ves] NoO 
4 
2 = 5 3. NAME OF First Middle low 4. DATE Month Doy Yeor 
= Bo 4 
a 2. (Type or‘eriol) PEARL M. YOUNG DEATH oct. 31, 1956 
= Ws 5. SEX 6. COLOR OR RACE | 7. MARRIED [1] NEVER MARRIED lai] 8. DATE OF BIRTH ch Roe (a tas aoe 1 YEAR] IF UNDER 24 HRS. 
= lontl De Hi Min, 
7 8. female white wiooweo &] —sovorcen] | 2=25~-1880 y) yrs. * ba bei ge Pace 
ers 
s € ge 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 g Les 3 during most of working life, even if retired) Ss 
5 ves housewife own home Maryland U.S. 
3 * 3 5s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
68s * 
5 ad | } Thomas A. Barnes Julia Ann Ingles 
= NY 1s, WAS DECEASED EVER IN U, 5. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
= E = {¥as, no, oF unknown) {It yes, give war or dates of ervice) 
ye es no none Mrs, Minnie Shipley, same 
3 3 B= 1B. CAUSE OF DEATH [Enter only one cause per line for (a), (b). ond {c).] ’ INTERVAL BETWEEN 
id ees PART |, DEATH WAS CAUSEO BY: . ise babies i 
2 ose IMMEDIATE CAUSE (o] @ tr’ 
5 pan 3 = DUE TO fs , 
= 
= £2> Conditions, if ony, which re 4 Algae ia 4 eo 
s BES gove rise to immediate 
“= Ac eece couse (a), stoting the under: ( CUETO ay, 
¢: eee lying cause lost. e) C7214 HAMS eee? 
£6e eas ee eet 
a Ze 5 2 ra Past il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}/19. ee BOC 
cess § eet den 
eases 5 \ v8 0) so A 
Be g 
Koues = [200. ACCIDENT WAS UNDERLYING [)_[20b. DESCRIBE HOW INJURY OCCURRED. (Enler noture of injury in Part | or Part Il of item 1B.) 
infers. & | OR CONTRIBUTING CI CAUSE OF DEATH 
@52 S U |IIF EITHER, NOTIFY MEDICAL EXAMINER) 
Zstss % ]20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, form, | 20F. (City or town) {County) (State) 
5.2% a Hour on, i jl foctory, slreet, office bldg., etc.) ! 
= Bate $ ' While _ Not while i 
Esoe-§ = pom. 19 Jot work [[] ot work = 
Oe css = 4 = > 
ae 21. | certify that | altended the deceased from@ MA» fT, WAG toed. 347 192 Fthat | last saw the deceased 
oc< +, 
Zee 23 alive one 37 2S wee, and that death occurred oh LL, from the causes and on the date stated above. 
ES se . 2 ADDRESS {Street, city or town, stote) DATE SIGNED 
aa of ACTUAL 2 a Hef 
BY 8 SIGNATURI LZ AMetenity A AOA M0... Wie Re aac KS se 
a T 
geass PHYSICIAN'S © VA 
eget NAME (Type! e he £2 a Se Me 
3 sy a “y Ra. ee CREDO 2%b. DATE THEREOF TIc/NAME OF CEMETERY G@=@RE ATE ‘22d. LOCATION (City, lown, or counly) {Stote) 
= Rie HURTAY’ | 11-3-1956 | Taylorsville Carroll Co., Maryland 
- F 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 240, REC'D BY REGISTRAR ES oe R'S SIGNATURE 
vga Cc. M. Waltz, Winfield, Maryland ike es, } 
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